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EXECUTIVE  SUMMARY 


REPORT  OF  THE  SPECIAL  COMMISSION  ON  PHYSICIAN  SUPPLY 


The  Special  Commission  on  Physician  Supply  was  established  by  Chapter 
164,  Section  91  of  the  Acts  of  1988  (FY1989)  to  "conduct  a  study  of  the 
physician  shortage  in  Massachusetts"  and  to  report  its  recommendations 
to  the  House  and  Senate.   Chaired  by  Philip  W.  Johnston,  Secretary  of 
Human  Services,  the  Commission  included  distinguished  representatives 
from  the  Legislature,  from  various  executive  departments,  and  from  a 
broad  range  of  professional  and  consumer  groups. 

The  Commission  considered  testimony  from  physicians,  health  care 
administrators,  academic  experts,  and  consumer  advocates.   Hearings 
were  also  held  across  the  state  to  understand  the  varying  concerns  of 
particular  communities  and  regions. 

In  making  its  recommendations,  the  Commission  seeks  to  balance  the 
legitimate  economic  needs  of  health  care  providers  with  the  public's 
need  for  affordable  quality  care.   A  number  of  these  recommendations 
are  designed  primarily  to  increase  the  accuracy  of  the  information 
available  on  physician  supply,  while  others  involve  changes  in 
administrative  procedures.   Some  recommendations,  however,  will  require 
funding  if  they  are  to  be  implemented.   In  some  cases,  it  may  be 
possible  to  obtain  funds  from  federal  and  private  sources  to  undertake 
certain  projects. 

The  following  is  a  brief  summary  of  some  of  the  Commission's  major 
recommendations . 


1.   ENCOURAGING  PRIMARY  CARE  PRACTICE 

The  evidence  before  the  Commission  suggests  that  there  is  a  need  for 
more  primary  care  physicians,  especially  in  the  field  of  family/general 
practice . 

In  order  to  meet  this  need,  the  Commission  recommends  that  state 
government  consider  financial  incentives  or  other  initiatives  to  assist 
medical  schools  with  primary  care  training,  including  funding  for  two 
new  family  practice  residency  programs  using  community  hospitals.   The 
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Commission  also  recommends  that  current  reimbursement  schedules  be 
adjusted  to  encourage  physicians  to  enter  primary  care  practices  and, 
further,  to  recognize  the  importance  of  diagnostic  and  preventive 
services . 


2.   ENCOURAGING  PHYSICIANS  TO  PRACTICE  IN  MEDICALLY  UNDERSERVED  AREAS 

While  Massachusetts  enjoys  the  highest  overall  physician-to-population 
ratio  of  any  state  in  the  nation,  this  ratio  varies  almost  tenfold 
between  the  most  densely  supplied  and  the  least  densely  supplied 
regions  of  the  state.   Many  of  the  Commonwealth's  physicians  are 
concentrated  in  the  greater  Boston  and  greater  Worcester  areas,  which 
have  comparatively  high  physician-to-population  ratios,  while  the 
southeastern,  north  and  south  central,  and  western  regions  of  the  state 
have  much  lower  ratios.   There  is  also  evidence  that  access  to  health 
care  in  inner- city  neighborhoods  such  as  Roxbury  may  be  adversely 
affected. 

In  order  to  address  these  findings,  the  Commission  recommends  that 
Massachusetts  adopt  a  medical  education  Loan  Forgiveness  Program,  and 
that  Boston  teaching  hospitals  be  encouraged  to  provide  housing 
subsidies  to  medical  residents;  both  programs  should  be  tied  to  direct 
post-residency  practice  in  a  medically  underserved  area  of  the 
Commonwealth.   Furthermore,  the  Massachusetts  Secretaries  of  Human 
Services  and  of  Economic  Affairs  should  work  to  establish  incentives 
for  the  development  of  primary  care  group  practices  and/or 
multi-specialty  group  practices  in  areas  of  need. 

Finally,  the  Commission  recommends  that  the  Federal  government 
eliminate  the  Medicare  differential  between  reimbursement  rates  for 
care  delivered  in  rural  and  urban  settings.   This  differential  tends  to 
discourage  physicians  from  practicing  in  many  of  those  areas  that  are 
most  likely  to  have  low  physician-to-population  ratios,  because  it 
results  in  urban  physicians  being  paid  more  than  rural  physicians. 


3.   MALPRACTICE  INSURANCE 

In  a  recent  survey  of  physician  specialists  conducted  by  the 
Massachusetts  Medical  Society,  the  high  cost  of  liability  insurance  was 
the  reason  cited  most  often  for  reductions  in  scope  of  practice.   Some 
physicians  reported  limiting  or  no  longer  performing  surgery,  while 
others  said  they  had  downgraded  the  services  they  provide  patients. 
More  specifically,  both  the  MMS  report  and  one  of  its  critics,  Dr.  Alan 
Sager  of  the  Boston  University  School  of  Public  Health,  have  cited  the 
unpredictability  and  high  cost  of  retroactive  malpractice  premium 
charges  as  particular  difficulties  in  Massachusetts. 

In  order  to  ease  the  burden  of  malpractice  insurance  on  physicians,  the 
Commission  suggests  that  the  Legislature  and  the  appropriate  state 
agencies  work  to  eliminate  the  uncertainty  and  unpredictability  in 


estimating  future  costs  for  malpractice  insurance,  especially  in  the 
area  of  retroactive  premiums.   In  particular,  the  "recoupment"  proposal 
of  the  Joint  Underwriting  Association  to  recover  losses  for  policy 
years  1975-82  should  be  considered  for  its  negative  effect  on  physician 
supply  and  morale. 

The  Commission  also  recommends  that  Medicaid  and  Workers'  Compensation 
pass-throughs  for  malpractice  insurance  costs  be  paid  in  a  timely 
fashion,  and  that  third-party  payors'  malpractice  rate  pass-throughs 
more  efficiently  and  equitably  reflect  the  costs  of  malpractice 
insurance.   Furthermore,  some  substantial  percentage  of  malpractice 
premiums  should  be  passed  through  to  hospitals  where  the  physicians 
practice  so  that  hospitals  are  encouraged  to  take  a  more  active  role  in 
managing  malpractice  costs. 

Finally,  the  Commission  suggests  that  malpractice  insurance  carriers 
should  consider  expanding  the  limited  practice  discounts  available  for 
part-time  practice. 


4.   DATA  COLLECTION  AND  INFORMATION  REFERRAL 

One  of  the  fundamental  difficulties  confronting  the  Commission  was  the 
lack  of  detailed,  up-to-date  information  on  the  numbers  and 
characteristics  of  physicians  in  practice  in  Massachusetts.   Making 
good  health  care  policy  requires  sound  data. 

Accordingly,  the  Commission  recommends  that  a  comprehensive  baseline 
census  of  the  Massachusetts  physician  community  be  undertaken,  and  that 
the  Board  of  Registration  in  Medicine  be  adequately  funded  to  report 
annually  on  the  status  of  physician  supply  issues.   Special  studies 
should  also  be  conducted  concerning  supply  and  demand  in  particular 
regions,  such  as  Cape  Cod,  that  report  physician  access  difficulties. 

Further,  the  Departments  of  Public  Health  and  Medical  Security  should 
be  adequately  funded  to  establish:  1)  referral  hotlines  to  direct 
patients  to  available  physicians;  and  2)  a  clearinghouse  mechanism 
whereby  the  agencies  involved  in  listing  and  publicizing  physician 
vacancies  throughout  the  state  can  collaborate  in  these  efforts. 


5.   THE  BAN  ON  BALANCE  BILLING 

The  Commission  voted  not  to  recommend  any  change  in  the  current 
Massachusetts  system  of  bans  on  balance  billing,  which  prohibits 
physicians  from  charging  Medicare,  Blue  Shield,  and  Workers' 
Compensation  patients  more  than  the  rates  set  for  these  programs. 

However,  the  Commission  was  willing  to  recommend  that  the  Legislature 
allow  a  balance  billing  pilot  project  under  strictly  controlled 
conditions .   In  this  recommendation  the  Commission  sought  to 
accommodate  the  Berkshire  Consumer  Coalition  and  its  effort  to 


negotiate  a  flexible  billing  system  for  Blue  Cross  and  Blue  Shield 
subscribers  belonging  to  group  plans  of  specific  Berkshire  County 
employers.   This  project  is  not  intended  to  apply  to  government 
insurance  programs  such  as  Medicare.   The  proposed  project  would 
involve  a  voluntary  cooperative  agreement  between  health  care 
providers,  consumers,  employers,  and  insurers,  permitting  physicians  to 
balance  bill  their  patients  up  to  a  percentage  cap  of  the  reimbursement 
such  physicians  normally  receive  from  insurers.   The  project  should  be 
limited  to  a  particular  region  of  the  state,  limited  in  duration,  and 
governed  by  specific  "sunset"  provisions. 


6.   REGULATION  BY  THE  BOARD  OF  REGISTRATION  IN  MEDICINE 

The  Commission  recommends  that  the  Board  of  Registration  in  Medicine 
undertake  a  number  of  steps.   These  include  developing  a  comprehensible 
summary  of  the  Board's  regulations,  strengthening  efforts  to  promote 
understanding  of  licensing  and  review  standards,  and  working  with  the 
Massachusetts  Medical  Society  to  publicize  recent  improvements  in  the 
Board's  procedures.   The  Commission  also  recommends  that  the  Board 
continually  solicit  input  from  physicians  so  that  the  provision  of 
quality  health  care  in  Massachusetts  will  reflect  a  cooperative 
relationship  between  physicians  and  the  Board. 


7.   OTHER  RECOMMENDATIONS 

In  addition  to  the  recommendations  listed  above,  the  Commission 
proposes  measures  to: 

*  reconsider  the  reimbursement  rate  for  Workmen's  Compensation; 

*  standardize  paperwork  for  reimbursement; 

*  assist  community  health  centers  in  recruiting  and 
retaining  physicians; 

*  encourage  physicians  to  affiliate  with  hospitals. 


While  this  Report  is  addressed  to  the  Legislature,  it  is  the 
Commission's  hope  that  other  public  and  private  agencies  and 
institutions  will  help  to  carry  out  the  recommendations  that  are 
appropriate  for  their  involvement.   One  of  the  clear  lessons  of  the 
Commission's  work  is  that  health  care  is  a  cooperative  enterprise,  and 
that  sound  policies  can  only  be  formulated  and  implemented  through  the 
collaboration  of  all  interested  parties—health  care  providers, 
academic  institutions,  professional  organizations,  insurers,  consumers, 
and  employers,  as  well  as  government.   The  Commission  has  helped  to 
promote  this  kind  of  cooperation;  but  if  the  Commission's 
recommendations  are  to  be  realized,  it  will  require  continued 
communication  and  collaboration  among  interested  parties. 
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REPORT  OF  THE 
SPECIAL  COMMISSION  ON  PHYSICIAN  SUPPLY 


I .   INTRODUCTION 

The  Special  Commission  on  Physician  Supply  was  established  by 
Chapter  164,  Section  91  of  the  Acts  of  1988  (FY1989)  to  "conduct 
a  study  of  the  physician  shortage  in  Massachusetts"  and  to  report 
its  recommendations  to  the  House  and  Senate.   Chaired  by  Philip 
W.  Johnston,  Secretary  of  Human  Services,  the  Commission  included 
distinguished  representatives  from  the  Legislature,  from  various 
executive  departments,  and  from  a  broad  range  of  professional  and 
consumer  groups. 

During  the  last  several  months,  the  Commission  considered  reports 
from  a  wide  variety  of  viewpoints  in  the  effort  to  obtain  as 
complete  a  picture  as  possible  of  the  Commonwealth's  current  and 
future  needs  in  the  area  of  physician  supply.   Testimony  was 
presented  by  physicians,  health  care  administrators,  academic 


experts,  and  consumer  advocates.   Hearings  were  held  across  the 
state  in  order  to  consider  the  varying  concerns  of  particular 
communities  and  regions.   The  report  that  follows  is  based  upon 
the  staff's  review  of  the  evidence  presented  to  the  Commission  as 
well  as  the  actual  decisions  of  the  Commission  itself. 

In  making  its  recommendations,  the  Commission  seeks  to  balance 
the  legitimate  economic  needs  of  providers  with  the  public's  need 
for  affordable  quality  health  care.   A  number  of  these 
recommendations  are  designed  primarily  to  increase  the  accuracy 
of  the  information  available  on  physician  supply,  so  that  future 
policy  decisions  can  be  based  on  sound  data.   Where  it  was 
possible  to  do  so  with  current  data,  the  Commission  has  suggested 
specific  solutions  to  particular  problems.   Some  of  these 
recommendations  involve  reconsideration  of  current  administrative 
procedures;  but  others  will  require  funding  if  they  are  to  be 
implemented.   In  some  cases,  it  may  be  possible  to  obtain  funds 
from  federal  and  private  sources  to  undertake  these  projects. 

While  this  report  is  addressed  to  the  Legislature,  it  is  the 
Commission's  hope  that  other  public  and  private  agencies  and 
institutions  will  help  to  carry  out  the  recommendations  that  are 
appropriate  for  their  involvement.   One  of  the  clear  lessons 
learned  in  the  course  of  the  Commission's  work  is  that  health 
care  is  a  cooperative  enterprise,  and  that  sound  policies   can 
only  be  formulated  and  put  into  practice  through  the 


collaboration  of  all  interested  parties — health  care  providers, 
academic  institutions,  professional  organizations,  insurers, 
consumers,  and  employers,  as  well  as  government.   We  believe  that 
the  Commission  has  helped  to  promote  this  kind  of  cooperation  by 
fostering  dialogue  between  groups  who  have  sometimes  been  at  odds 
with  one  another.   But  if  the  Commission's  recommendations  are  to 
be  realized,  it  will  require  continued  communication  and 
collaboration  between  these  groups. 


II.   SUMMARY  OF  RECOMMENDATIONS 

The  following  is  a  summary  of  the  major  recommendations  of  the 
Commission.   Complete  lists  of  the  actual  recommendations  as 
endorsed  by  the  Commission  can  be  found  in  Chapter  V  (grouped 
according  to  the  issues  they  address) ,  in  Appendix  I  (presented 
in  the  order  in  which  they  were  considered  at  the  final 
Commission  meeting  on  April  27,  1989,  along  with  a  record  of  the 
votes  in  favor  of  their  adoption) ,  and  in  Appendix  II  (classified 
according  to  whether  they  call  for  initiatives  by  the 
Legislature,  by  state  administrative  offices,  by  the  federal 
government,  or  by  private  institutions) . 


A.   ENCOURAGING  PRIMARY  CARE  PRACTICE 

The  evidence  before  the  Commission  suggests  that  there  is  a  need 
for  more  primary  care  physicians,  especially  in  the  field  of 
family/general  practice,  although  the  available  data  is  difficult 
to  interpret  due  to  changing  patterns  of  specialization  and 
professional  self-identification.   (See  Section  D  below  regarding 
the  need  for  additional  data.)   According  to  a  study  by  the 
Massachusetts  Health  Data  Consortium,  the  number  and  rate  of 
specialists  in  family/general  medicine  declined  by  approximately 


40%  between  1976  and  1988 r*  while  the  per  capita  rate  of 
specialists  in  obstetrics  and/or  gynecology  declined  7%  in  the 
same  time  period.   Shortages  are  almost  certainly  more  acute  in 
western  Massachusetts  and  on  the  Cape.   A  1985  study  of  Berkshire 
County's  physician  needs  undertaken  by  the  Berkshire  Area  Health 
Education  Center  projected  a  potential  shortage  of  family/general 
practitioners  by  1990.   Residents  of  Cape  Cod,  at  least  in  some 
municipalities  (e.g.,  Falmouth),  appear  to  be  having  difficulty 
in  locating  physicians  who  will  accept  new  patients. 

In  order  to  meet  these  needs,  the  Commission  recommends  that  the 
Legislature,  state  agencies,  and  medical  schools  explore  means  of 
encouraging  the  training  of  more  primary  care  physicians  in 
Massachusetts.   These  means  should  include  financial  incentives 
or  other  initiatives  to  assist  medical  schools  with  primary  care 
training,  and  medical  education  programs  that  make  use  of 
community-based  institutions  such  as  community  health  centers  and 
nursing  homes.   The  Commission  recommends  further  that  funding  be 
provided  for  two  new  family  practice  residency  programs  using 
community  hospitals.   (Senator  Rauschenbach  and  Representative 
Cahir  have  urged  that  Cape  Cod  and/or  Falmouth  hospitals  be 
considered  as  potential  sites  for  these  family  practice  residency 


1MHDC  cautioned  that  this  decline  "may  reflect,  in  part, 
the  impact  of  physician  reclassifying  themsleves  as  internal 
medicine  specialists  instead  of  specialists  in  family 
medicine/general  practice." 


programs. ) 

The  Commission  also  recommends  that  current  reimbursement 
schedules  be  adjusted  to  encourage  physicians  to  enter  primary 
care  practices  and,  further,  to  recognize  the  importance  of  the 
cognitive  services  component  of  primary  care.   (In  particular, 
the  Commission  demonstrated  considerable  interest  in  the 
"Resource-Based  Relative  Value  Scale"  developed  by  Dr.  William  C 
Hsiao  of  the  Harvard  University  School  of  Public  Health. 
However,  the  Commission  did  not  formally  recommend  Dr.  Hsiao's 
proposals. ) 


B.   ENCOURAGING  PHYSICIANS  TO  PRACTICE  IN  MEDICALLY  UNDERSERVED 
AREAS 

While  Massachusetts  enjoys  the  highest  overall 
physician-to-population  ratio  of  any  state  in  the  nation, 
according  to  American  Medical  Association  data  for  1986,  a  1988 
study  by  the  Massachusetts  Health  Data  Consortium  found  that  this 
ratio  varies  almost  tenfold  between  the  most  densely  supplied  and 
the  least  densely  supplied  regions  of  the  state.   (See,  however, 
the  AMA's  caution  concerning  the  use  of  physician-population 
ratios,  in  the  note  on  page  49.)   Many  of  the  Commonwealth's 
physicians  are  concentrated  in  the  greater  Boston  and  greater 
Worcester  areas,  which  have  comparatively  high 


physician-to-population  ratios,  while  the  southeastern,  north  and 
south  central,  and  western  parts  of  the  state  experience  much 
lower  ratios.   There  is  also  evidence  suggesting  that  access  to 
medical  care  in  inner-city  neighborhoods  such  as  Roxbury  may  be 
inadequate. 

The  Commission  recommends  the  following  steps  to  encourage  the 
delivery  of  medical  services  in  medically  underserved  areas. 
Massachusetts  should  adopt  a  medical  education  Loan  Forgiveness 
Program,  and  Boston  teaching  hospitals  should  be  encouraged  to 
provide  housing  subsidies  to  medical  residents;  both  programs 
should  be  tied  to  direct  post-residency  practice  in  a  medically 
underserved  area  of  the  Commonwealth.   State  government  should 
also  clarify  the  goals  of,  and  support  for,  the  State  Health 
Service  Corps,  with  specific  attention  to  the  criteria  for  a 
Massachusetts  definition  of  medically  underserved  areas  or 
populations,  and  to  the  respective  responsibilities  of  the 
designated  participants  in  the  Corps.   Further,  the  Massachusetts 
Secretaries  of  Human  Services  and  of  Economic  Affairs  should 
establish  incentives  for  the  development  of  primary  care  group 
practices  and/or  multi-specialty  group  practices  in  medically 
underserved  areas. 

Finally,  as  noted  below  in  Section  E,  the  Commission  recommends 
that  the  Federal  government  eliminate  the  Medicare  differential 
between  reimbursement  rates  for  care  delivered  in  rural  and  urban 


settings.   This  differential  tends  to  discourage  physicians  from 
practicing  in  many  of  those  areas  that  are  most  likely  to  be 
underserved,  because  it  results  in  urban  physicians  being  paid 
more  than  rural  physicians. 


C.   MALPRACTICE  INSURANCE2 


In  a  recent  survey  of  physician  specialists  conducted  by  the 
Massachusetts  Medical  Society,  the  reason  cited  most  often  for 
reductions  in  scope  of  practice  was  the  high  cost  of  liability 
insurance.   In  order  to  ease  the  burden  of  malpractice  insurance 
on  physician  incomes,  the  Commission  suggests  the  following 
changes. 

The  Legislature  and  the  appropriate  state  agencies  should  adopt 
statutes  and/or  regulations  that  will  help  to  eliminate  the 
uncertainty  and  unpredictability  in  estimating  future  costs  for 
malpractice  insurance,  especially  with  regard  to  efforts  to 


In  addition  to  the  work  of  the  Legislature's  Commission 
on  Medical  Malpractice,  the  Committees  on  Insurance  and  on 
Health  Care  will  shortly  be  releasing  a  joint  report  on  medical 
malpractice  issues.   There  are  also  numerous  bills  relating  to 
malpractice  insurance  which  are  either  under  consideration  or  in 
draft.   Among  these  are  bills  to  create  a  no-fault  system  of 
malpractice  insurance,  to  establish  a  rate  structure  based  upon 
prior  malpractice  experience,  and  to  protect  physicians  at  the 
end  of  their  careers  from  the  large  fees  required  when  they 
switch  from  claims-made  to  occurrence  policies. 
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recover  malpractice  insurers'  losses  from  prior  years.   In 
particular,  the  "recoupment"  proposal  of  the  Medical  Malpractice 
Joint  Underwriting  Association  of  Massachusetts  to  recover  losses 
for  policy  years  1975-82  should  be  examined  with  regard  to  its 
negative  effect  on  physician  supply  and  morale. 

Medicaid  and  Workers'  Compensation  pass-throughs  for  malpractice 
insurance  costs  should  be  paid  in  a  timely  fashion,  and 
third-party  payors'  malpractice  rate  pass-throughs  should  more 
efficiently  and  equitably  reflect  the  costs  of  malpractice 
insurance.   Furthermore,  some  substantial  percentage  of 
malpractice  premiums  should  be  passed  through  to  hospitals  where 
the  physicians  practice  so  that  hospitals  are  encouraged  to  take 
a  more  active  role  in  managing  malpractice  costs. 

In  addition,  the  Commission  suggests  that  malpractice  insurance 
carriers  should  make  available  a  reduced  rate  for  physicians  who 
practice  only  part-time.   With  their  reduced  income,  it  is  even 
more  difficult  for  part-time  physicians  to  afford  current 
malpractice  rates.   Consequently  those  wishing  to  work  part-time 
may  decide  instead  to  withdraw  from  practice  altogether.   Under 
the  present  system,  a  40%  discount  rate  is  available  for 
physicians  in  full-time  academic  practice,  and  for 
community-based  physicians  who  engage  in  insurable  direct  patient 
care  for  no  more  than  7  50  hours  per  year  and  3  50  hours  per 
quarter,  and  no  less  than  75  hours  per  quarter.   (The  minimum 


quarterly  hour  requirement  is  waived  for  hospital-based 
physicians,  for  part-time  academic  physicians  who  spend  at  least 
375  hours  per  quarter  in  medical  work  not  involving  patient  care, 
and  for  physicians  who  take  a  one-quarter  maternity/paternity 
leave.)   The  part-time  rate  for  community-based  physicians  is  not 
available  for  most  surgical  specialties.   It  has  been  suggested 
that  the  availability  of  these  discounts  needs  to  be  publicized 
more  widely,  and  that  some  extension  in  the  numbers  of  hours 
allowed  per  year  and  in  the  specialties  covered  might  be 
considered. 

Finally,  as  noted  below  in  Section  D,  the  Joint  Underwriting 
Association  should  alter  its  record-keeping  system  to  provide 
more  accurate  data  regarding  the  malpractice  experience  of,  and 
relevant  demographic  information  concerning,  individual 
physicians  in  Massachusetts. 


D.   DATA  COLLECTION  AND  INFORMATION  REFERRAL 

One  of  the  fundamental  difficulties  confronting  the  Commission 
was  the  lack  of  detailed,  up-to-date  information  on  the  numbers 
and  practice  characteristics  of  Massachusetts  physicians.   Making 
good  health  care  policy  requires  sound  data. 
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Accordingly,  the  Commission  recommends  that  a  comprehensive 
baseline  census  of  the  Massachusetts  physician  community  be 
undertaken,  and  that  the  Board  of  Registration  in  Medicine  be 
adequately  funded  to  produce  an  annual  report  on  the  status  of 
physician  supply  issues  in  the  Commonwealth.   Public  and  private 
parties  with  an  interest  in  this  subject  should  be  invited  to 
participate  in  these  studies  and  to  advise  the  Board  on  a 
consensus  model  for  the  annual  report.   Topics  that  should  be 
addressed  in  this  report  include  physician  distribution  by 
specialty,  practice  setting,  age,  and  region,  and  the  amount  of 
time  devoted  by  physicians  to  direct  patient  care.   Special 
studies  should  also  be  conducted  concerning  supply  and  demand  in 
particular  regions,  such  as  Cape  Cod,  that  appear  to  be 
underserved. 

The  Commission  also  suggests  that  data  be  assembled  on  the 
aggregate  profile  of  undergraduate  medical  students  and 
physicians  in  graduate  training  in  Massachusetts.   An  opinion 
survey  analyzing  the  factors  that  draw  residents  to  train  in  the 
state  and  that  will  motivate  them  to  stay  here  to  practice  should 
also  be  conducted. 

The  Joint  Underwriting  Association  should  alter  its 
record-keeping  system  to  provide  more  accurate  data  regarding  the 
malpractice  experience  of,  and  relevant  demographic  information 
concerning,  individual  physicians  practicing  in  Massachusetts. 
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The  Departments  of  Public  Health  and  Medical  Security  should  be 
adequately  funded  to  establish  referral  hotlines  which  are 
capable  of  directing  patients  to  all  available  physicians  and 
which  serve  as  an  early  warning  system  for  physician  access 
problems. 

Finally,  as  noted  below  in  Section  H,  the  Department  of  Public 
Health  should  be  appropriately  funded  to  establish  a 
clearinghouse  mechanism  whereby  the  agencies  involved  in  listing 
and  publicizing  physician  vacancies  throughout  the  state  can 
collaborate  in  these  efforts. 


E.   REIMBURSEMENT  RATES  AND  PROCEDURES 

The  Commission  frequently  heard  complaints  from  physicians  about 
the  inadequacy  of  current  reimbursement  rates  and  about  the 
cumbersome  procedures  and  paperwork  involved  in  filing  for 
reimbursement . 

The  Commission  recommends  that  reimbursement  rates  for  Workers' 
Compensation  cases  should  be  determined  by  the  Industrial 
Accident  Board  (or  other  appropriate  state  agency) ,  rather  than 
by  the  Rate  Setting  Commission.   Current  reimbursement  rates  in 
this  category  should  be  increased  to  improve  worker  access  to 
physicians,  with  appropriate  utilization  controls  to  contain 
costs. 
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Medicaid  pre-admission  screening  procedures  should  be  examined  to 
streamline  and  focus  the  review.   Medicaid  should  also  develop 
"user-friendly"  language  to  be  used  in  its  communications  with 
providers  and  subscribers. 

To  standardize  reimbursement  procedures,  the  Commonwealth  should 
mandate  a  single  system  of  billing  forms  and  procedure  codes  for 
all  payors.   In  addition,  the  state  should  explore  the 
possibility  of  standardizing  review  documents,  utilization  review 
protocols,  etc.,  for  all  payors. 

The  Commission  believes  that  the  federal  government  should 
eliminate  the  Medicare  differential  between  reimbursement  rates 
for  care  delivered  in  rural  and  urban  settings.   This 
differential  tends  to  discourage  physicians  from  practicing  in 
precisely  those  areas  that  are  most  likely  to  be  underserved, 
because  it  results  in  urban  physicians  being  paid  more  than  rural 
physicians. 

As  noted  above  in  Section  A,  current  reimbursement  schedules 
should  be  adjusted  to  encourage  physicians  to  enter  primary  care 
practices  and,  further,  to  recognize  the  importance  of  the 
cognitive  services  component  of  primary  care. 

Finally,  as  mentioned  below  in  Section  I,  third-party 
reimbursement  incentives  should  encourage  physicians  to  affiliate 
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with  hospitals,  specifically  for  the  rendering  of  emergency 
services. 


F.  REGULATION  BY  THE  BOARD  OF  REGISTRATION  IN  MEDICINE 

The  Commission  recommends  that  the  Board  of  Registration  in 
Medicine  undertake  a  number  of  steps.   These  include  developing  a 
comprehensible  summary  of  the  Board's  regulations,  strengthening 
efforts  to  promote  understanding  of  licensing  and  review 
standards,  and  working  with  the  Massachusetts  Medical  Society  to 
publicize  recent  improvements  in  the  Board's  procedures.   The 
Commission  also  recommends  that  the  Board  continually  solicit 
input  from  physicians  so  that  the  provision  of  quality  health 
care  in  Massachusetts  will  reflect  a  cooperative  relationship 
between  physicians  and  the  Board.   (See  Section  D  above  for 
recommendations  concerning  the  Board's  functions  in  the  area  of 
data  collection.) 

G.  THE  BAN  ON  BALANCE  BILLING 

The  Commission  does  not  recommend  any  fundamental  change  in  the 
current  Massachusetts  system  of  bans  on  balance  billing,  which 
presently  applies  to  Medicare,  Blue  Shield,  and  Workers' 
Compensation.   (HMO's,  PPO's,  and  IPA's,  of  course,  ban  balance 
billing  through  their  contracts  with  participating  physicians.) 
However,  the  Commission  was  willing  to  recommend  that  the 
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Legislature  support  a  balance  billing  pilot  project  under 
strictly  controlled  conditions.   In  this  recommendation  the 
Commission  sought  to  accommodate  the  Berkshire  Consumer  Coalition 
and  its  effort  to  negotiate  a  flexible  billing  system  for  Blue 
Cross  and  Blue  Shield  subscribers  belonging  to  group  plans  of 
specific  Berkshire  County  employers.   (The  actual  vote  on  a 
proposal  to  recommend  no  change  whatsoever  in  the  current  system 
resulted  in  a  tie,  due  to  the  desire  of  many  Commission  members 
to  allow  this  pilot  project  to  go  forward.) 

The  proposed  project  would  involve  a  voluntary  cooperative 
agreement  between  health  care  providers,  consumers,  employers, 
and  insurers,  permitting  physicians  to  balance  bill  their 
patients  up  to  a  percentage  cap  of  the  reimbursement  such 
physicians  normally  receive  from  insurers.   This  project  is  not 
intended  to  apply  to  government  insurance  programs  such  as 
Medicare.   The  project  should  be  limited  to  a  particular  region 
of  the  state,  limited  in  duration,  and  governed  by  specific 
"sunset"  provisions. 


H.   ATTRACTING  AND  RETAINING  PHYSICIANS 

The  Commission  heard  considerable  testimony  on  the  negative  image 
Massachusetts  is  said  to  have  in  the  national  medical  community. 
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This  image  is  thought  to  compound  the  difficulties  of  state 
health  care  providers  in  recruiting  new  physicians  to  fill 
vacancies. 

Consequently,  in  addition  to  the  other  steps  recommended  here  to 
improve  the  climate  for  practicing  medicine  in  the  state,  a 
public  relations  strategy  should  be  developed  to  assist  in 
attracting  and  retaining  physicians  in  practice  in 
Massachusetts.   The  Massachusetts  Medical  Society  should 
participate  in  this  effort. 

The  Commission  recommends  further  that  the  Department  of  Public 
Health  be  appropriately  funded  to  establish  a  clearinghouse 
mechanism  whereby  the  agencies  involved  in  listing  and 
publicizing  physician  vacancies  throughout  the  state  can 
collaborate  in  these  efforts. 

Particular  consideration  should  also  be  given  to  incentives, 
financial  and  otherwise,  to  assist  community  health  centers  in 
their  recruitment  and  retention  efforts. 

Finally,  as  stated  above  in  Section  B,  the  Massachusetts 
Secretaries  of  Human  Services  and  of  Economic  Affairs  should 
establish  incentives  for  the  development  of  primary  care  group 
practices  and/or  multi-specialty  groups  in  medically  underserved 
areas. 
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I.   REGARDING  HOSPITALS 

There  was  broad-based  concern  among  Commission  members  over  the 
reported  failure  of  physicians  to  affiliate  with  hospitals,  which 
tends  to  undermine  the  quality  of  emergency-room  care.   As  a 
partial  solution,  the  Commission  recommends  that  third-party 
reimbursement  incentives  be  created  to  encourage  physicians  to 
affiliate  with  hospitals. 

In  addition,  as  noted  above  in  Section  C,  some  substantial 
percentage  of  malpractice  premiums  should  be  passed  through  to 
hospitals  where  the  physicians  practice  so  that  hospitals  are 
encouraged  to  take  a  more  active  role  in  managing  malpractice 
costs. 

As  suggested  above  in  Section  B,  Boston  teaching  hospitals  should 
be  encouraged  to  provide  housing  subsidies  to  medical  residents, 
provided  that  these  individuals  agree  to  practice  medicine  in 
medically  underserved  areas  in  Massachusetts. 

Finally,  the  Commission  recommends  that  the  Commonwealth  act 
aggressively  to  eliminate  excess  acute  care  hospital  beds  as  a 
means  of  containing  hospital  costs.   Hospital  beds  eliminated  by 
this  process  should  be  permitted  to  be  converted  to  non-acute 
uses.   In  the  debate  on  this  proposition,  the  argument  voiced  in 
its  favor  was  that  reducing  the  amount  of  health  care  spending  on 
hospitals  may  make  more  dollars  available  for  physician  salaries. 
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III.   COMMENTARY  BY  COMMISSION  MEMBERS 


In  this  Section  we  present  commentary  by  those  members  of  the 
Commission  who  wished  to  submit  statements  of  their  views  on  the 
Commission's  recommendations.   This  commentary  should  be 
carefully  considered  by  readers  of  this  Report,  since  it 
contains: 

a)  further  suggestions  concerning  the  implementation  of  the 
Commission's  recommendations; 

b)  further  arguments  both  for  and  against  the  Commission's 
recommendations . 
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June    20,    1989 


Secretary  Philip  Johnston 

Chairman,  Special  Commission  on  Physician  Supply 

1  Ashburton  Place,  Room  1109 

Boston,  MA   02108 

Dear  Secretary  Johnston: 

We  would  first  like  to  acknowledge  the  sincere  effort 
commission  members  put  forth  to  address  a  very  serious 
situation  in  the  Commonwealth.  In  response  to  the  Special 
Commission  on  Physician  Supply  draft  report,  we  would  like  to 
submit  the  following  comments.  A  number  of  important  issues 
were  raised  relative  to  this  matter  and  we  are  pleased  with  the 
detail  to  which  they  were  explored.  We  agree  wholeheartedly 
with  the  following: 

a)Encouraging  primary  care  participation  -  the  suggestion 
of  two  new  family  practice  residency  programs  using 
community  hospitals  is  a  good  one.   We  are  hopeful  that 
Cape  Cod  and/or  Falmouth  hospital  would  be  referenced  as  a 
potential  site. 

b)Encouraging  physicians  to  serve  in  medically  underserved 
areas  -  our  feeling  is  that  the  Secretary  of  Elder  Affairs 
should  be  included  in  establishing  incentives  for  the 
development  of  primary  care  group  practices  and/or  multi 
specialty  group  practices  in  underserved  areas. 

c)Medical  Malpractice  -  we  feel  it  is  important  to 
reference  what  other  existing  special  commissions  are 
looking  at  or  proposing  involving  this  issue.   The 
recommendations  on  part  time  physicians  are  positive. 

d)Data  Collection  Information  Referral  -  the  report  should 
provide  potential  costs  associated  with  adequately  funding 
the  Board  of  Registration  of  Medicine.   It  is  also  unclear 
what  agency  would  undertake  the  comprehensive  census  of 
the  Massachusetts  physician  community.   Who  would  conduct 
special  studies  dealing  with  Cape  Cod?   More  specifics  on 
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Secretary  Philip  Johnston 
June  20,  1989 
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any  and  all  costs  required  to  "adequately  fund"  a  hot  line 
and  clearing  house  mechanism  should  be  included. 

e)The  Ban  on  Balance  Billing  -  While  disappointed  that  the 
commission  did  not  recommend  a  more  comprehensive  change, 
we  do  feel  positive  about  the  pilot  project.   It  is 
important  that  the  pilot  project  take  place  in  a  medically 
underserved  area,  i.e..  Cape  Cod. 

Generally,  werequest  that  the  main  body  of  the  report  or  the 
appendix  state  the  legislative,  administrative  and  federal 
recommendations  and  be  broken  down  accordingly.  We  request 
that  the  Executive  Office  of  Human  Services  provide  draft 
legislation  to  follow  all  appropriate  recommendations. 

It  has  been  a  pleasure  working  with  you  and  Duane  Draper. 
Duane  has  done  an  outstanding  job  under  difficult  circumstamces 
to  facilitate  discussion  on  this  important  matter.  We  look 
forward  to  a  continued  dialogue. 

Sincerely, 


/7 


L-^s^-k*-. 


HENRI  S.  RAUSCHENBACH 

State  Senator 

Cape  &  Islands  District 

TSCrdcl 


THOMAS  S.  CAHIR 
State  Representative 
3rd  Barnstable  District 
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COMMENTARY  ON  PHYSICIAN  SUFFLY  COMMISSIONS  REIORT  TO  THE 

LEGISLATURE 


I  have  found  serving  on  the  Fhysicians  Supply  Commission  an 
enlightening  and  valuable  experience,  and  believe  that  many 
attending  the  meetings  began  to  develop  a  true  understanding 
of  each  others  viewpoints. 

There  is  an  issue  in  the  commission  report  which  I  feel  I  must 
address.   This  issue  concerns  the  recommendations  of  the 
commission  regarding  the  ban  on  balance  billing,  specifically  the 
recommendation  for  support  of  a  pilot  project  which  will  allow 
some  balance  billing  by  physicians  under  strictly  controlled 
conditions.   Since  T  am  the  individual  that  proposed  this  pilot 
project  T  feel  I  must  clearly  define  the  reasons,  intent,  and 
structure  of  the  plan  to  prevent  any  misunderstanding  or 
misinterpretation.   The  proposal  to  recommend  that  the  legislature 
endorse  this  pilot  project  is  not  meant  to  be  construed  by  anyone 
as  a  means  to  do  away  with  all  bans  on  balance  billing.   It  is  not 
meant  to  be  perceived  as  a  means  to  implement  any  type  of  balance 
billing  on  Medicare  coverage. 

Approximately  two  years  ago  the  Berkshire  Consumer  Coalition  was 

formed  due  to  a  health  care  crisis  over  physician  reimbursements 

in  our  community.   Fublic  forums  were  held  where  all  interested 

parties  were  given  an  opportunity  to  present  their  grievences 

and  to  then  press  on  with  meaningful  dialogue  toward  a  resolution 

of  our  problems.   An  advisory  committee  to  the  coalition  of 

approximately  25  volunteer  members  was  formed  consisting  of 

consumers,  physicians,  hospital  administrations , senior  citizens, 

attorneys,  business  management,  union  leaders , human  service 

providers,  health  insurance  carriers,  and  representatives  of 

our  state  legislators.   This  committee  has  been  meeting  monthly 

year  round,  and  one  of  the  conclusions  reached  has  been  that  there 

is  a  need  for  a  health  plan  which  is  fair  and  equitable  to  all 

parties  involved  and  emphasises  quality  care,  access,  choice, 

and  cost  containment.   To  obtain  this  type  of  plan  it  was  decided 

that  it  must  be  formed  by  a  cross  section  of  individuals  from  all 

entities  to  assure  the  proper  checks  and  balances  needed  to  prevent 

an  unfair  advantage  to  any  segment  involved. 
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One  section  of  this  plan  would  allow  physicians  participating 

in  the  plan  to  balance  hill  patients  in  this  plan  up  to  a 

percentage  cap  of  the  reimbursement  they  would  receive  from  the 

insurer  of  the  plan  on  a  fee  for  service  schedule.   Hopefully 

the  end  result  would  be  to  encourage  competition  amongst  physicians, 

and  give  them  an  opportunity  to  choose  how  much  they  will  balance 

bill  a  patient  (  up  to  the  allowable  cap).   This  would  also  give 

the  consumer  (patient)  the  opportunity  for  choice  in  what  they 

would  be  paying  above  the  reimbursement  level  of  this  insurer  by 

their  choice  of  physician  if  they  desired.   The  patient  would  also  have 

the  assurance  that  he/she  can  not  be  billed  for  an  amount  above 

the  allowable  percentage  cap. 

It  would  appear  that  past  and  present  health  plans  including 
what  T  call  the  alphabet  soup  plans  ie.  (HMOs,  PPOs ,  IPAs  and  etc) 
have  not  met  the  needs  of  all  involved,  and  their  desired  effect  of 
controlling  health  costs  is  not  being  realized.  Therefore  there 
appears  to  be  nothing  to  lose  and  possibly  everything  to  gain  by 
allowing  a  cross  section  of  a  community  the  opportunity  to 
attempt  new  and  innovative  means  to  capture  that  which  seems  to 
have  escaped  us,   Quality  Health  Care  at  Reasonable  Cost. 


-<x_ 


Lillian  Marcantel,  President 
Berkshire  Consumer  Coalition, Tnc . 
20  Fairview  Avenue 
Lenox,  MA    01240 
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June    19,    1989 


Philip  W.  Johnston 

Secretary 

Executive  Office  of  Human  Services 

One  Ashburton  Place 

Boston,  MA   02108 

Dear  Secretary  Johnston, 

Blue  Cross  and  Blue  Shield  would  like  to  take  this  opportu- 
nity to  commend  the  Special  Commission  on  Physician  Supply  on  the 
work  they  have  accomplished  as  reflected  in  the  Report  to  the 
Legislature.   We  feel  the  Commission  addressed  many  of  the  issues 
debated  in  the  physician  supply  discussions.   The  Commission's 
work  reflected  the  broad  representation  of  its  membership  and 
highlighted  issues  of  most  concern  to  the  public  in  regard  to 
physician  supply.   One  of  the  most  useful  functions  of  the  Commis- 
sion was  to  review  all  data  currently  available  regarding  physi- 
cian supply  in  Massachusetts.   While  anecdotal  information  is 
helpful  and  useful  for  discussions,  it  is  only  with  a  consistent, 
objective  data  collection  effort  on  a  periodic  basis  that  certain 
of  our  current  assumptions  on  the  trends  of  physician  supply  will 
be  confirmed. 

Based  on  the  findings  of  the  Commission's  work,  Blue  Cross  and 
Blue  Shield  finds  that  there  is  an  adequate  supply  of  physicians 
in  Massachusetts  statewide.   Statistics  provided  by  the  American 
Medical  Association  and  the  Massachusetts  Health  Data  Consortium 
confirm  the  fact  that  Massachusetts  has  one  of  the  highest 
physician  per  capita  ratios  in  the  United  States.   While  we  feel 
the  Commission's  work  has  revealed  some  limited  distribution 
problems  both  in  terms  of  geographic  regions  and  specialty,  we 
believe  the  Commission's  work  begins  to  focus  the  supply  discus- 
sion on  the  specific  regions  in  the  state  which  may  be  underserved 
by  certain  specialties. 

Blue  Cross  and  Blue  Shield  would  like  to  make  some  specific 
comments  regarding  certain  statements  in  the  Commission's  report. 
First  of  all,  in  regard  to  malpractice  insurance,  Blue  Cross  and 
Blue  Shield  has  been  a  leader  in  malpractice  insurance  reform  and 
in  the  process  to  pass  malpractice  adjustments  through  its  payment 
system  to  participating  physicians.   Those  adjustments  have  been 
made  on  a  timely  and  equitable  basis  and  reflect  more  than  our 
proportionate  share  of  the  costs  of  malpractice  insurance.   The 
total  dollar  amount  and  allocation  methodology  is  approved  by  the 
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Division  of  Insurance.   Blue  Cross  and  Blue  Shield  is  in  compliance 
with  all  provisions  of  the  malpractice  legislation  passed  in  1986. 
We  encourage  both  the  Medicaid  and  Workers'  Compensation  systems 
to  act  responsively  in  distributing  their  malpractice  adjustments 
on  a  more  timely  basis.   However,  since  payments  made  by  Blue 
Cross  and  Blue  Shield  represent  only  15%  of  total  physician  revenue 
in  the  state,  the  Blue  Cross  and  Blue  Shield  malpractice  adjust- 
ment can  in  no  manner  match  the  total  dollar  premium  increase 
physicians  must  pay  for  malpractice. 

In  regard  to  a  single  system  of  billing  forms,  Blue  Cross  and 
Blue  Shield  would  not  oppose  the  formation  of  standard  utilization 
review  documents.   In  fact  during  the  late  70' s,  Blue  Cross  and 
Blue  Shield  vigorously  worked  towards  the  adoption  of  a  statewide 
single  billing  system.   Unfortunately,  the  program  was  not  accepted 
by  the  state  Medicaid  program.   While  we  would  support  the  forma- 
tion of  standard  documents,  Blue  Cross  and  Blue  Shield  would  not 
agree  to  standard  review  procedures  or  criteria.  We  believe  that 
standardization  of  these  aspects  of  utilization  review  is  funda- 
mentally at  odds  with  our  responsibility  as  an  insurer  to  tailor 
utilization  review  programs  to  respond  to  the  needs  of  our  emplo- 
yers groups  and  to  address  changing  trends  in  health  care  utiliza- 
tion and  technology. 

Blue  Cross  and  Blue  Shield  strongly  supports  the  Commission's 
recommendation  that  there  be  no  change  in  the  current  balance 
billing  provisions.   These  provisions  continue  to  protect  many 
Massachusetts  consumers  from  inflationary  health  care  costs.   If 
balance  billing  were  allowed,  we  estimate  it  would  increase  con- 
sumer out-of-pocket  expenditures  for  health  care  by  over  $200 
million  per  year.   Blue  Cross  and  Blue  Shield  does  not  support  the 
implementation  of  a  pilot  project  to  study  the  effects  of  a  limited 
form  of  balance  billing.   We  do  not  believe  the  program  could  be 
reasonably  administered  nor  would  it  improve  access.   First  of  all, 
the  pilot  would  have  to  mandate  the  participation  of  all  insurers 
who  prohibit  balance  billing.   This  would  include  not  only  Blue 
Cross  and  Blue  Shield  but  all  licensed  IPAs,  PPOs ,  and  many  other 
commercial  insurance  companies.   The  pilot  would  require  the  com- 
plete participation  of  all  employer  groups  in  a  given  region  who 
would  be  forced  to  offer  new  subscriber  contracts  to  their  emplo- 
yees who  currently  receive  full  benefits.   The  pilot  would  most 
likely  exacerbate  current  doctor  shortages  as  subscribers  would 
travel  to  other  nearby  regions  of  the  state  where  they  would 
receive  full-  coverage.   If  the  intent  of  the  pilot  is  merely  to 
increase  physician  income  in  a  specific  region,  an  easier  approach 
would  be  to  increase  all  physician  payments  by  a  given  percentage 
in  that  area.   We  believe  it  would  be  premature  to  jump  to  this 
conclusion  before  the  actual  net  incomes  of  physicians  in  the 
pilot  region  are  collected  and  evaluated  for  their  adequacy. 
Consideration  should  be  given  to  whether  or  not  the  perceived 
physician  shortages  are  in  response  to  other  non-economic  factors. 
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The  Report  to  the  Legislature  does  an  excellent  job  of  review- 
ing the  current  literature  on  physician  supply  and  health  care 
needs.   All  estimates  of  future  physician  needs  should,  however, 
take  into  account  the  change  in  practice  patterns  of  many 
physicians,  not  just  certain  age  and  sex  categories  where  a  more 
limited  practice  is  traded  for  improved  quality  of  life.   Further, 
when  reviewing  any  specialty-specific  data  on  supply  or  need,  we 
feel  it  is  important  to  aggregate  all  primary  care  specialists 
together  to  avoid  physician  self-designation  biases,  e.g,  general 
practice  versus  family  practice. 

Blue  Cross  and  Blue  Shield  looks  forward  to  a  continued 
dialogue  with  all  members  of  the  Commission  on  this  very  important 
issue.   We  pledge  continued  support  to  the  data  collection  effort 
as  it  presents  the  most  objective  way  to  focus  on  physician  supply 
trends  both  in  terms  of  geography  and  specialty.   Blue  Cross  and 
Blue  Shield  believes  that  Massachusetts  is  an  excellent  state  in 
which  to  practice  medicine  and  will  support  efforts  to  promote 
those  positive  aspects  nationwide. 

Respectfully  submitted, 

David  L.  Maltz,  M.D. 

Vice  President,  Medical  Director 

DLM:sm 
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Health  Care  For  All 


25  West  Street.  2nd  Floor       Boston.  Massachusetts  02  I  I  I        350-7279 


THE  "BAN  ON  BALANCE  BILLING"  IS  GOOD  HEALTH  CARE  POLICY 

The  'ban  on  balance  billing'  is  an  important  consumer  protection 
which  plays  a  critical  role  in  assuring  access  to  necessarv 
health  care  (especially  primary  care)  and  in  containing  high 
health  care  costs.  A  repeal  of  the  ban  on  balance  billing  or 
application  of  a  "means  test"  to  the  ban  would  be  short-sighted, 
costly  and  have  negative  health  outcomes  for  consumers. 


There  are  some  real  problems  which  are  troubling  Massachusetts 
physicians,  particularly  our  primary  care  doctors.  Consumers  are 
interested  in  working  with  physicians  to  ensure  adequate 
reimbursement  without  jeopardizing  patient  care  and  access. 

BALANCE  BILLING  DISCOURAGES  PREVENTIVE  CARE  AND  HAS  HARMFUL 
HEALTH  CARE  OUTCOMES 

The  Rand  Corporation  recently  completed  a  major  study  on  the 
impact  of  cost  sharing.  The  findings  of  this  federally  funded 
study  include: 

*  Co-payments  resulted  in  negative  health  outcomes  for  low 
income  people  because  of  delays  in  seeking  cost  effective 
preventive  care. 

*  People  subject  to  cost-sharing  are  less  likely  to  seek 
preventive  care  and  needed  services  for  acute  illnesses. 

*  Cost-sharing  reduced  the  use  of  highly  effective  services 
as  much  as  rarely  effective  services. 

Since  cost-sharing  harms  patients  it  is  irresponsible  to 
institute  such  a  policy  for  Massachusetts  seniors  or  for  any 
consumers  who  have  this  important  protection.  Solutions  which  do 
not  jeopardize  the  health  of  patients  can  and  should  be  found. 


MEANS  TESTS  ARE  ADMINISTRATIVELY  BURDENSOME  AND  COSTLY 

The  administration  of  a  means  test  is  burdensome  and  costly. 
This  cost  would  be  borne  by  consumers,  taxpayers,  and  physicians. 
There  are  better  ways  to  spend  our  health  care  dollar  such  as 
improving  payment  to  primary  care  physicians. 

A  means  test  would  be  especially  burdensome  for  primary  care 
physicians  since  these  doctors  already  must  deal  with  more 
billing  problems  and  paperwork.  This  is  problematic  since  AMA 
data  shows  that  Massachusetts  is  only  below  the  national  average 
of  practicing  physicians  in  the  areas  of  primary  care  (family 
practitioners,  geriatric,  internists,  and  pediatricians). 

The  state  of  Rhode  Island  which  originally  applied  a  means  test 
to  its  Medicare  assignment  law  has  now  moved  to  repeal  the  means 
test  due  to  the  high  administrative  costs  and  cumbersomeness 
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A  FAIR  FEE  SCHEDULE  IS  THE  REAL  SOLUTION  FOR  BOTH  DOCTORS  AND 
PATIENTS 

Current  physician  reimbursement  schedules  for  Medicare.  Blue 
Shield,  Medicaid  and  other  payers  reward  procedure-oriented 
specialists  (such  as  surgeons)  very  generously.  Primary  care 
doctors  receive  lower  fees.  have  mere  paperwork  and  have  lower 
incomes.  For  example,  a  complicated  diagnosis  of  a  liver  disease 
which  requires  one  hour  of  a  doctor's  time  currently  bills  at  one 
quarter  the  expense  of  a  ten-minute  biopsy  performed  by  the  same 
doctor..  even  though  the  time  for  the  liver  diagnosis  was  six 
times  greater. 

A  "relative  value  scale"  fee  schedule  would  direct  more  financial 
rewards  to  primary  care  physicians  and  to  specialists  who  spend 
time  diagnosing  patients.  The  Medicare  program  is  likely  to 
begin  this  type  of  payment  system  soon.  We  should  insist  that 
Medicaid.  Blue  Shield  and  other  insurance  companies  begin  to  do 
the  same. 

The  real  billing  issue  is  not  the  right  to  bill  patients  above 
what  the  fee  schedule  allows.  The  real  issue  is  the  fee  schedule 
itself.  N 

CONSUMERS  WANT  TO  FIND  REAL  SOLUTIONS  TO  REAL  HEALTH  CARE 
PROBLEMS 

We  believe  that  most  doctors  care  about  the  public  health.  We 
want  to  work  with  these  physicians  to  improve  af f ordability  and 
access  to  health  care.  Changing  the  ban  on  balance  billing  is 
not  a  solution  for  either  patients  or  doctors. 
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Massachusetts  Hospital  Association 


COMMENTS  ON  THE  REPORT  OF  THE  SPECIAL  COMMISSION  ON  PHYSICIAN  SUPPLY 


The  Massachusetts  Hospital  Association  is  pleased  to  submit  our  comments 
on  the  Report  of  the  Special  Commission  on  Physician  Supply.   We  believe  that 
the  work  of  the  Special  Commission  represents  an  important,  positive  step 
toward  both  a  better  understanding  of  the  physician  supply  situation  in 
Massachusetts  today,  and  a  greater  recognition  of  the  problems  currently  facing 
the  system  in  recruiting  and  maintaining  an  adequate  supply  of  physicians  to 
care  for  our  citizens.   We  concur  with  the  vast  majority  of  recommendations 
outlined  in  the  Special  Commission's  report.   However,  we  would  like  to  submit 
the  following  comments  on  the  the  Special  Commission's  findings  and  specific 
recommendations . 

At  the  outset,  we  believe  that  it  is  important  to  state  the  association's 
overall  perspective  with  regard  to  the  fundamental  problems  at  hand. 

First,  it  is  our  view  that  there  are  severe  physician  shortages  currently 
being  experienced  in  some  specialties  and  geographic  areas  of  the  state,  and 
that  immediate  measures  should  be  undertaken  to  alleviate  this  problem.   While 
we  recognize  that  there  will  continue  to  be  public  debate  over  the  accuracy  and 
completeness  of  the  data  available  to  determine  whether  or  not  a  "shortage" 
exists,  and  concur  with  the  Commission's  findings  that  improvements  in  the  data 
regarding  physician  supply  and  practice  are  needed,  we  also  believe  that  the 
oral  and  written  testimony  submitted  to  the  Commission  clearly  identified  many 
areas  where  severe  problems  exist  that  require  immediate  attention.   We  believe 
that  there  is  an  urgent  need  to  come  to  some  closure  on  identifying  those 
geographic  and  specialty  areas  where  agreement  can  be  reached  that  a  shortage 
exists  (criteria  for  defining  such  areas  could  be  easily  established),  and  then 
to  move  quickly  to  implement  the  recommendations  of  the  Commission  that  will 
provide  needed  relief  to  those  areas. 

Second,  at  the  same  time,  we  believe  that  more  fundamental  longer  term 
changes  in  the  Massachusetts  health  care  environment  will  be  needed  to  ensure 
our  citizens  continued  quality  and  access  to  services.   Of  primary  importance 
in  this  regard  is  the  need  to  create  future  stability  and  certainty  in  both  the 
hospital  financing  system  and  the  physician  practice  environment.   Many  of  the 
major  problems  affecting  hospitals'  ability  to  recruit  physicians  into  the 
state  result  from  the  uncertainty,  instability,  and  changability  of  the 
Massachusetts  system.   Physicians  looking  at  Massachusetts  cannot  look  at  the 
system  five  years  down  the  road  and  have  any  clear  sense  of  what  to  expect 
either  in  terms  of  the  financial  viability  of  their  hospital,  in  terms  of  their 
own  individual  finances,  or  even  in  terms  of  other  regulatory  requirements  the 
state  might  choose  to  impose  upon  them.   Clearly  it  is  the  belief  held  by  many 
physicians  today  that  Massachusetts  takes  a  negative  view  of  their  profession. 
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It  is  our  belief  that  in  the  absense  of  careful  attention  to  these  issues,  the 
problem  of  physician  supply  in  Massachusetts  will  worsen,  and  patient  care  will 
suffer. 

Concerning  the  Commission's  overall  recommendations,  we  support  those 
aimed  at  attracting  and  retaining  physicians,  those  aimed  at  providing  funding 
and  financial  incentives  to  facilitate  greater  training  of  primary  care 
physicians  in  the  state,  and  those  to  encourage  physicians  to  practice  in 
medically  underserved  areas.   We  also  support  the  Commission's  recommendations 
that  the  Board  of  Registration  in  Medicine  undertake  a  number  of  steps  to 
improve  its  relations  with  the  medical  community,  and  the  suggested  changes  in 
the  system  to  help  eliminate  uncertainty  and  unpredictibility  in  the 
malpractice  insurance  area.   In  addition,  the  Commission  recommended  changes  in 
the  current  system  to  ease  the  burden  of  malpractice  insurance  on  physician 
incomes,  as  well  as  changes  in  the  physician  reimbursement  structures  both 
within  the  state  and  for  the  federal  Medicare  program.   We  concur  with  these 
objectives  as  stated  in  the  Report.   The  following,  however,  represent  our 
comments  concerning  specific  recommendations  regarding  (1)  financial  incentives 
to  physicians;  and  (2)  recommendations  regarding  hospitals.   First,  with  regard 
to  physician  incentives: 

•  Pass-throughs  of  Physician  Malpractice  Premiums  to  Hospitals.   While 
we  concur  with  the  objective  of  easing  the  burden  of  malpractice 
insurance  on  physician  incomes,  we  do  not  believe  that  "some 
substantial  percentage  of  malpractice  premiums  should  be  passed 
through  to  hospitals  where  the  physicians  practice  so  that  hospitals 
are  encouraged  to  take  a  more  active  role  in  managing  malpractice 
costs."  As  we  raised  during  the  Commission's  deliberations,  there 
already  exists  major  incentives  in  the  system  for  hospitals  to  take  an 
active  role  in  managing  patient  care  to  avoid  potential  liability.  At 
the  same  time,  hospitals  cannot  absorb  any  additional  costs  within  the 
current  reimbursement  system.  We  do  believe,  however,  that  hospitals 
(particularly  in  shortage  areas)  should  be  provided  with  the  financial 
resources  necessary  to  be  able  to  offer  physicians  some  relief  in 
their  malpractice  cost  as  part  of  their  recruitment  package. 

•  Determination  of  Workman's  Compensation  Rates  by  the  Industrial 
Accident  Board  (IAB).   The  association  concurs  with  the  recommendation 
that  reimbursement  rates  for  worker's  compensation  cases  should  no 
longer  be  determined  by  the  Rate  Setting  Commission  in  order  that  more 
appropriate  rates  may  be  established.   However,  rather  than  shifting 
this  responsibility  to  the  IAB,  we  believe  that  these  rates  should  be 
deregulated,  and  be  subject  to  requirements  similar  to  other  charge 
payors  under  the  State's  Division  of  Insurance.   We  believe  that  this 
more  appropriately  reflects  the  purposes  and  structure  of  the 
Workman's  Compensation  program. 

•  Elimination  of  the  Medicare  Urban/Rural  Rate  Differential.   The 
association  supports  changes  in  the  existing  Medicare  rate  structure 
for  urban  v.  rural  practice.   Rather  than  total  elimination  of  the 
differential,  however,  we  believe  that  any  differential  should  reflect 
true  differences  in  the  costs  associated  with  practicing  in  the 
different  areas. 
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With  regard  to  the  recommendations  regarding  hospitals  there  were  essentially 
four: 

•  Reimbursement  Incentives  for  Physicians  to  Affiliate  With  Hospitals. 
The  association  wholeheartedly  supports  the  Commission's 
recommendation  that  third  party  reimbursement  incentives  be  created  to 
encourage  physicians  to  affiliate  with  hospitals.   We  agree  that  this 
would  be  at  least  a  partial  solution  to  the  problem  of  physicians 
choosing  not  to  affiliate  with  hospitals,  which  can  tend  to  undermine 
the  quality  of  emergency- room  care. 

•  Passthrough  of  Malpractice  Premiums  to  Hospitals.   As  noted  above,  the 
association  does  not  support  this  recommendation  as  written. 

•  Housing  Subsidies  for  Medical  Residents.   While  the  association  agrees 
that  providing  housing  subsidies  to  medical  residents  would  be  helpful 
in  attracting  physicians  to  the  state,  we  believe  that  it  is  also 
important  to  recognize  the  costs  associated  with  these  types  of 
subsidies  within  the  recommendation  itself.   In  today's  environment, 
hospitals  could  only  absoru  increased  costs  in  this  area  if  specific 
additional  funding  sources  were  provided. 

•  Elimination  of  Acute  Care  Hospital  Beds.   Finally,  the  Commission 
recommended  that  the  Commonwealth  act  agressively  to  eliminate  excess 
acute  care  hospital  beds  as  a  means  of  containing  hospital  costs.   As 
pointed  out  during  the  Commission  s  deliberation,  the  association 
believes  that  it  is  important  to  point  out  that  unstaffed  excess  beds 
are  not  a  major  contributor  to  health  care  costs  in  the  system,  and 
are  essentially  unrelated  to  the  issue  of  physician  shortage.   It  is 
also  important  to  recognize  that  the  elimination  of  excess  hospital 
beds  was  provided  for  under  Chapter  23  and  has  now  been  successfully 
completed.   Approximately  1,700  beds  have  been  delicensed  under  the 
provisions  of  the  new  law. 

Thank  you  for  the  opportunity  to  submit  these  comments  along  with  the 
Commission  report.   The  association  looks  forward  to  working  with  Commission 
members  in  the  future  toward  continuing  a  constructive  and  approach  to  the 
problems  of  physician  supply  in  the  Commonwealth. 
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MASSACHUSETTS  LEAGUE  OF     «-™_„™ 

COMMUNITY    HEALTH  CENTERS 

100  BOYLSTON  STREET.  BOSTON.  MASSACHUSETTS  02116     TEL.  (617)  426-2225 
June   20,    1989 

Philip  W.  Johnston,  Secretary 

Executive  Office  of  Human  Services 

Room  1109 

One  Ashburton  Place 

Boston,  MA.  02108 

Dear  Secretary  Johnston: 

On  behalf  of  community  health  centers  across  the  Commonwealth,  I  am 
responding  to  the  draft  report  of  the  Special  Commission  on  Physician 
Supply,  as  submitted  to  commission  members  by  Mr.  Duane  Draper.  Prior 
to  commenting  specifically,  let  me  applaud  the  members  of  the 
Commission  and  the  staff  of  EOHS  for  their  expeditious  and  professional 
handling  of  this  most  pressing  health  care  issue.  The  depth  of  the 
report  and  the  breadth  of  the  recommendations  set  forth  clearly  offer  a 
policy  direction  for  the  Commonwealth.  Our  task  now  is  to  build  upon 
and  implement  the  consensus  evidenced  in  this  document. 

There  are  several  recommendations  that  are  of  specific  importance  to 
community  health  centers.  Most  importantly,  under  the  heading 
'Attracting  and  Retaining  Physicians',  it  is  noted  that  'Particular 
consideration  should  also  be  given  to  incentives,  financial  and 
otherwise,  to  assist  community  health  centers  in  their  recruitment  and 
retention  efforts'.  There  are  several  methods  that  can  be  employed  to 
pursue  this  general  objective,  many  of  them  included  as  recommendations 
in  this  report.  Essentially,  the  League's  work  in  the 
recruitment/retention  area  suggests  that  two  items  can  immediately 
enhance  the  success  of  community  health  centers.  First,  centers  must  be 
able  to  offer  competitive  compensation  packages  to  their  recruits  and 
their  existing  staff.  Doing  this  requires  funding  supplements  to  allow 
centers  to  allocate  resources,  heretofore  lacking,  to  this  activity. 
Second,  and  related  directly  to  point  one,  centers  must  be  able  to 
offer  recruits  and  existing  staff  reasonable  schedules  and  on-call 
arrangements  in  order  to  prevent  burnout  and,  consequently,  departure. 

The  Commission  has  dealt  with  this  broad  issue  through  several  of  the 
other  recommendations  in  the  report.  Clearly,  we  support  the  active 
encouragement  of  physicians  into  the  primary  care  specialities  as  well 
as  into  medically  underserved  areas.  There  has  been  much  discussion 
about  the  existence  of  a  physician  shortage,  given  the  multitude  of 
medical  schools  in  the  Commonwealth  and  the  perception  of  the  Boston 
area  as  a  'medical  mecca' .  The  experience  of  community  health  centers 
indicates   that   there   is   no   oversupply  of  primary  care  physicians  in 

inner  city  areas  and/or  rural  areas  of  the  state.  These  are  the  areas 
served  by  centers,  and  there  continue  to  be  access  to  care  problems  in 
these  places.  31 


With   this   in   mind,  we  encourage  the  Commission  and  the  Legislature  to 
pursue  the  following  recommendations  with  particular  emphasis: 

1.  Adjusting  reimbursement  schedules  to  encourage  entry 
into  primary  care  practice. 

2.  Encouraging  medical  schools  to  develop/expand  their 
primary  care  training  capability. 

3.  Clarification  of  and  re-emphasis  on  the  state  health 
service  corps. 

A.  Development  of  a  loan  repayment  program  based  on  the 
federal  model. 

5.  Development  of  incentives  for  physicians  to  practice 
in  medically  underserved  areas  (including  the  specific 
designation  of  areas  in  the  state  as  MUAs). 

6.  Consideration  of  parttime  practice  status  under  the 
JUA's  medical  malpractice  rate  configuration. 

7.  Expansion  of  the  Family  Practice  residency  programs  in 
the  Commonwealth. 

8.  Development  of  a  statewide  clearinghouse  mechanism  to 
coordinate  recruitment  activities  around  the  state. 

9.  Reimbursement  and  budgetary  relief  for  community  health 
centers  to  enhance  their  ability  to  offer  competitive 
salaries  and  benefits. 

Once   again,   we   applaud   the  Commission   for  its  progress  to  date  and 

offer   our   continued   support  and   involvement   in  pursuing  the  worthy 

recommendations   that  have  been  put  forth.  Thank  you  for  the  opportunity 

to   participate   as   a  member  of   the   Commission   as  well  as  for  this 
opportunity  to  comment. 


Very  Truly  Yours, 
-// 


! 


James  W.  Hunt,  Jr.     / 
Executive  Director  / 

/ 
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HEADING  IN  THE  RIGHT  DIRECTION: 
COMMENTS  ON  THE  REPORT  TO  THE  LEGISLATURE 

OF 
THE  SPECIAL  COMMISSION  ON  PHYSICIAN  SHORTAGES 

Over  the  past  several  years,  the  Massachusetts  Medical 
Society  has  attempted  to  alert  the  citizens  of  the 
Commonwealth  and  the  state  government  to  increasing  problems 
in  access  to  quality  medical  care  services,  problems  that 
are  the  ultimate  consequence  of  a  deteriorating  medical 
practice  environment  in  Massachusetts. 

In  July  of  1988,  the  Legislature,  reacting  to  persistent 
constituent  reports  of  the  unavailability  of  needed  medical 
care  services,  mandated  the  establishment  of  the  Special 
Commission  on  Physician  Shortages.   The  Society,  at  the 
first  meeting  of  the  Commission,  pledged  its  commitment  to, 
and  support  of,  the  work  of  the  Commission.   The  Society's 
representatives  participated  in  all  phases  of  the  Special 
Commission's  activities. 

Now,  in  July  1989,  the  thirty-six  (36)  recommendations  to 
the  Legislature  contained  in  this  Special  Commission's 
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report,  when  considered  as  a  whole,  clearly  reflect  two 
underlying  conclusions:   (1)  there  are  very  serious  problems 
in  access  to  needed  medical  care  services  in  communities 
around  the  state  that  must  be  alleviated;  (2)  the 
predominant  barrier  to  access,  although  not  the  only  one,  is 
a  shortage  of  physicians  in  those  communities,  a  shortage 
that  largely  can  be  attributed  to  an  inhospitable  medical 
practice  environment  that  must  be  improved. 

The  Massachusetts  Medical  Society  is  gratified  by  the 
imputed  conclusions  and  recommendations  of  the  Special 
Commission.   Those  conclusions  and  recommendations  are  not 
just  another  alert  from  the  despairing  physician  community, 
but  rather  are  a  loud  signal  from  a  broad-based  group  of 
thirty-two  (32)  citizens  of  the  Commonwealth. 

Overall,  the  Society  believes  the  recommendations  of  the 
Special  Commission  are  headed  in  the  right  direction. 
Accordingly,  the  Society  reaffirms  its  commitment  to 
continue  to  work  cooperatively  with  all  concerned  in  the 
spirit  of  collaborative  effort  called  for  in  the  Report's 
Introduction. 

Much  work  remains  to  be  done  to  avoid  having  the  Report 
expire  before  words  are  transformed  into  actions,  with  the 
Special  Commission's  work  ending  up  as  only  an  empty,  futile 
exercise.   The  Society  does  not  intend  for  that  to  happen 
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and  is  determined  to  play  a  constructive  role  in  developing 
the  Report's  recommendations  into  action. 

However,  the  Society  is  obligated  to  point  out  that,  even  if 
all  recommendations  of  the  Special  Commission  were  shaped 
acceptably  and  implemented  today,  they  would  fall  short  of 
adequately  resolving  the  medical  practice  crisis  in 
Massachusetts.   In  this  regard,  the  Society  expresses  its 
keen  disappointment  that  the  following  issues  are  not 
adequately  addressed  in  the  Special  Commission's 
recommendations : 

o    In  the  national  marketplace  for  physicians, 
Massachusetts  physicians  are  uniquely 
disadvantaged.   More  so  than  in  any  other  state, 
Massachusetts  physicians  are  caught  in  a 
regulatory  and  economic  vise  in  which  medical 
service  revenues  cannot  grow  to  keep  pace  with 
increasing  medical  practice  costs.   The  average 
net  income  (after  expenses,  before  taxes)  of 
Massachusetts  physicians  already  is  among  the 
lowest,  if  not  the  lowest,  of  any  state  in  the 
nation  —  the  very  viability  of  medical  practice 
in  Massachusetts  is  at  serious  risk. 
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o    The  medical  malpractice  liability  "sword  of 
Damocles"  that  hangs  over  the  head  of  every 
physician,  in  Massachusetts  and  elsewhere,  is 
uniquely  oppressive  in  Massachusetts  because  of 
increasing  deferred  liability  premiums  that 
physicians  must  pay,  but  cannot  offset  with 
increased  revenues.   The  inevitable  "defensive 
medicine"  behavior  of  physicians  adds 
significantly  to  burgeoning  overall  health  care 
costs  here,  as  across  the  nation. 

The  Society  is  particularly  concerned  that  its 
priority  initiative  in  the  Legislature  this  year, 
namely  a  "no-fault"  approach  to  the  medical 
malpractice  conundrum,  is  not  mentioned  in  the 
report.   That  approach,  after  initially  being 
voted  upon  favorably  by  the  Commission  members, 
subsequently  was  voted  down  upon  reconsideration. 

o    There  are  both  short-term  and  long-term  actions 
that  are  needed  to  rationalize  adequately  the 
physician  supply  and  patient  need/demand  equation 
in  the  Commonwealth's  medical  care  crisis.   In  the 
Society's  view,  the  Commission's  recommendations 
emphasize  longer  term  approaches  at  the  expense  of 
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shorter  term  actions.   The  resultant  loss  of  a 
compelling  sense  of  urgency  among  the  Commission's 
recommendations  is  potentially  disastrous. 

The  Society  believes  that  the  weight  of  the  oral 
and  written  testimony  to  the  Commission  by  the 
cross-section  of  physicians  appearing  before  it 
dramatically  attests  to  their  dedication  to  their 
patients.   But  that  testimony  also  convincingly 
chronicles  the  discontent,  frustrations  and 
despair  those  physicians  are  experiencing  today  in 
coping  with  the  overwhelming  regulatory  and 
economic  burdens  on  their  medical  practice. 

The  Massachusetts  Medical  Society  is  committed  to  having 
that  burden  lifted  in  the  present  as  well  as  the  future. 
The  Society  will  continue  to  work  as  diligently,  vigorously 
and  firmly  as  it  can  to  make  Massachusetts  once  again  the 
most  desired  location  in  the  nation  to  practice  medicine  — 
to  allow  physicians  to  provide  the  excellence  in  medical 
care  that  the  Commonwealth's  citizens  have  come  to  expect 
and  deserve. 
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The  Society  wishes  to  express  its  deep  appreciation  to  all 
those  members  of  the  Special  Commission  who  devoted  long 
hours  and  sincere  effort  to  the  work  of  the  Commission. 
Staff  support  for  the  Commission,  provided  under  difficult 
resource  constraints,  was  most  commendable. 


k 


Barry  M<  'Manuel,  M.D. 

Presidejr£>Elect 

Member,  Special  Commission 

on  Physician  Shortages 


William  G 
President 


Lavelle,  M.D. 
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IV.   DOCUMENTS  AND  TESTIMONY  PRESENTED  TO  THE  COMMISSION 

The  adequacy  of  the  physician  supply  to  present  and  future  needs, 
both  in  the  state  of  Massachusetts  and  in  the  nation  as  a  whole, 
has  been  a  subject  of  considerable  debate  during  the  last  several 
years.   What  follows  here  is  a  review  of  the  information  on  this 
subject  presented  to  the  Commission. 


A.   NATIONWIDE  PROJECTIONS 

A.l   The  GMENAC  Report 

In  a  widely  publicized  1980  report,  the  Graduate  Medical 
Education  Advisory  Committee  (GMENAC)  projected  that  by  1990 
there  would  be  a  nationwide  surplus  of  some  70,000  physicians. 
This  projected  surplus  included  the  expected  entry  into  practice 
of  some  40,000  to  50,000  graduates  of  foreign  medical  schools. 
The  GMENAC  study  further  estimated  that  by  the  year  2  000  there 
would  be  145,000  more  physicians  than  needed  in  the  United 
States.   However,  the  GMENAC  report  did  project  future  physician 
shortages  in  the  fields  of  child  psychiatry,  emergency  medicine, 
preventive  medicine,  and  general  psychiatry. 

The  GMENAC  projections  were  based  upon  projections  of 
need-adjusted  utilization  made  by  panels  of  experts  in  each 
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specialty  and  subspecialty  field.   These  estimates  were  derived 
from  a  review  of  the  following  information:  trend  data  on  the 
incidence  and  prevalence  rates  of  various  diseases;  surveys  of 
the  amounts  of  ambulatory  or  surgical  care  required  for  each 
disease  or  condition;  expert  recommendations  on  the  levels  of 
preventive  care  required  by  different  age  groups  in  the  total 
population;  and  projected  needs  for  physician  service  in 
teaching,  research,  and  administration. 


A. 2   Challenges  to  the  GMENAC  Projections:  The  Schwartz 
Article 

The  GMENAC  projections  were  questioned  in  an  influential  article 
published  by  William  B.  Schwartz,  M.D.,  et  al.,  in  the  January  8, 
1988  issue  of  the  Journal  of  the  American  Medical  Association. 
Even  though  Dr.  Schwartz  and  his  colleagues  estimated  that  the 
number  of  doctors  in  the  United  States  will  be  even  larger  than 
supposed  in  the  GMENAC  report,  they  concluded  that  the  nation 
will  be  facing  a  physician  shortage.   According  to  their 
projections,  the  country  will  be  some  7,000  physicians  short  of 
the  number  required  to  meet  its  needs  in  the  year  2  000. 

Dr.  Schwartz  and  his  colleagues  argued  that  earlier  estimates  of 
a  physician  surplus  needed  to  be  revised,  owing  to  the  emergence 
of  a  number  of  new  factors  affecting  both  the  demand  for  and  the 
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supply  of  doctors  in  the  United  States.   On  the  one  hand,  demand 
will  be  increased  by  new  technologies  that  require  intensive 
physician  involvement,  by  the  rapidly  growing  number  of  patients 
needing  treatment  for  AIDS,  by  the  general  aging  of  the  baby-boom 
generation,  and  by  increased  health  insurance  coverage. 
Furthermore,  the  article  suggested  that  "as  the  supply  of 
physicians  continues  to  grow,  doctors  of  all  types  can  be 
expected  to  practice  in  ever  smaller  communities."   Consequently 
apparent  surpluses  in  the  physician  supply  may  well  be  absorbed 
by  underserved  areas.   On  the  other  hand,  Dr.  Schwartz  and  his 
colleagues  contended  that  while  the  overall  number  of  physicians 
will  rise,  their  availability  for  patient  care  will  be  limited  by 
such  factors  as  reductions  in  hospital  residents'  working  hours, 
increases  in  the  number  of  doctors  needed  for  administration  and 
research,  and  the  growing  number  of  women  physicians,  who  tend  to 
work  slightly  shorter  hours  than  their  male  counterparts. 


A. 3   Recent  Views  on  Physician  Supply  from  the  American  Medical 
News 

More  recently,  some  of  Dr.  Schwartz's  conclusions  have  been 
questioned  by  other  experts,  according  to  an  article  that 
appeared  in  the  January  6,  1989  edition  of  the  American  Medical 
News.   Citing  American  Medical  Association  figures  that  show  that 
the  ratio  of  physicians  rose  from  193  to  216  per  100,000  people 
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between  1980  and  1986,  the  article  stated  that  AMA  analysts  have 
"warned  that  if  the  growth  in  physician  supply  continue [s]  at 
these  trends,  soon  some  physicians  might  not  have  enough  work  to 
stay  proficient,  and  the  status  of  the  profession  might 
decline."   It  was  further  noted  that  the  Council  on  Graduate 
Medical  Education  (COGME — the  more  recent  version  of  GMENAC)  also 
predicted  a  physician  surplus  in  its  June  1988  interim  report. 
COGME  was  much  more  cautious  in  putting  forth  this  projection, 
however,  than  GMENAC  had  been  in  1980. 

The  American  Medical  News  article  also  offered  conflicting 
evidence  concerning  the  current  state  of  graduate  medical 
education  in  the  United  States.   Entering  class  enrollment  at 
U.S.  medical  schools  has  recently  grown  to  15,969  students  in 
1988,  after  a  decline  in  the  mid-1980s  from  the  previous  high  of 
16,660  in  1981,  according  to  the  Association  of  American  Medical 
Colleges.   However,  the  number  of  applications  to  medical  schools 
has  dropped  off,  to  the  point  where  the  ratio  of  applicants  to 
positions  has  fallen  from  2.8:1  in  1974  to  1.6:1  at  the  end  of 
1988.   Nevertheless,  school  officials  have  said  that  scores  on 
the  Medical  College  Admissions  Test  and  college  grade-point 
averages  show  no  appreciable  change  in  the  quality  of  applicants. 
[Sources  for  the  information  on  ratios  and  quality  of  applicants 
were  not  clearly  specified  in  the  article.] 
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Finally,  the  AMN  article  observed  that  differences  in  physician 
supply  between  urban,  suburban,  and  rural  areas,  and  among 
specialties,  are  more  important  than  projections  of  overall 
supply.   Rural  areas  and  poor  inner-city  neighborhoods  tend  to 
suffer  most  frequently  from  physician  shortages.   Since 
physicians  often  return  to  their  hometowns  to  practice,  it  was 
suggested  that  this  problem  might  be  alleviated  if  medical 
schools  stepped  up  recruiting  efforts  in  underserved  areas. 
However,  such  efforts  would  take  at  least  seven  years — the  usual 
minimum  time  between  matriculation  and  entrance  into  practice — to 
have  any  impact  on  supply  problems. 

In  regard  to  shortages  in  particular  specialties,  the  article 
referred  to  a  1988  study  by  the  American  Medical  Association. 
Comparisons  of  projections  of  supply  and  demand  for  the  year  2  000 
in  this  study  suggest  that  family  practice,  general  surgery,  and 
psychiatry  may  be  understaffed,  while  pediatrics,  internal 
medicine  subspecialties,  and  ob/gyn  may  be  oversupplied. 


A. 4   The  AAMC  "Bibliography  on  Physician  Supply" 

Further  information  on  the  nation's  physician  supply  is  available 
in  a  "Bibliography  on  Physician  Supply"  (third  draft,  September 
9,  1988)  compiled  by  Mary  Littlemeyer  and  Deborah  Wheat  for  the 
Task  Force  on  Physician  Supply  of  the  Association  of  American 
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Medical  Colleges.   In  addition  to  listings  of  publications,  this 
bibliography  provides  summaries  of  state  reports  on  health  care 
issues.   While  a  number  of  states,  including  California, 
Maryland,  New  Jersey,  and  Wisconsin,  reported  physician 
surpluses,  rural  states  such  as  Iowa  and  Kansas  and  states  with  a 
significantly  higher  than  average  elderly  population,  e.g., 
Arizona  and  Florida,  were  experiencing  or  expected  to  experience 
a  physician  shortage.   Furthermore,  shortages  of  primary  care 
physicians  and  geographic  maldistribution  were  common  problems, 
even  in  states  such  as  California  that  report  having  too  many 
doctors  overall. 


B.  THE  DEBATE  IN  MASSACHUSETTS 

B.l   "Practicing  Medicine  in  Massachusetts":  The  Massachusetts 
Medical  Society  Report 

In  an  effort  to  document  accounts  of  physician  dissatisfaction 
with  practice  conditions  in  Massachusetts,  the  Massachusetts 
Medical  Society  commissioned  two  surveys  and  a  poll  in  1988.   One 
survey  contacted  Massachusetts  hospitals  to  inquire  about  their 
difficulties  in  recruiting  physicians.   The  other  survey  asked  a 
number  of  physician  specialists  what  modifications  they  had  made 
in  their  practice  and  why  they  had  made  these  changes.   The  poll, 
which  was  undertaken  in  conjunction  with  the  American  Medical 
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Association's  national  opinion  poll,  asked  Massachusetts 
physicians  about  their  views  on  the  state  of  health  care  today. 
Finally,  the  Society  interviewed  a  number  of  physicians  who  serve 
on  hospital  staffs  about  the  availability  of  health  care  in  their 
areas.   The  findings  of  these  investigations  were  published  in 
July  1988  in  a  report  to  the  Legislature  entitled  "Practicing 
Medicine  in  Massachusetts." 

According  to  the  Society's  survey  of  hospitals,  almost  90%  of  the 
hospitals  that  said  they  were  actively  recruiting  physician 
specialists  reported  difficulties  in  finding  doctors  to  fill 
these  positions.   Among  those  hospitals  experiencing  recruiting 
problems,  the  fields  most  frequently  mentioned  were  family 
practice  (cited  by  44%  of  those  hospitals  with  recruiting 
problems) ,  ob/gyn  (cited  by  42%) ,  and  orthopedic  surgeons  (cited 
by  39%) .   Other  fields  mentioned  included  internal  medicine 
(35%) ,  emergency  medicine  (23%) ,  pediatrics  (21%) ,  general 
practice  (21%) ,  general  surgeons  (18%) ,  and  anesthesiology 
(17%) .   These  figures  were  derived  from  questionnaires  that  were 
sent  to  119  hospitals  across  the  state.   Ninety-one  hospitals 
responded,  of  which  75  were  recruiting,  and  67  reported  problems. 

Medical  Society  interviews  with  hospital  personnel  suggested  that 
recruiting  problems  were  most  acute  in  central,  western,  and 
southeastern  Massachusetts.   Cape  Cod  Hospital,  for  instance, 
reported  operating  with  35  fewer  physicians  than  needed,  and  was 
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having  difficulties  recruiting  replacements  despite  offering 
incentives  such  as  interest-free  loans  and  guaranteed  incomes. 
Physicians  remaining  at  the  hospital  were  reportedly  overworked 
and  frustrated.   According  to  the  MMS  report,  the  medical 
community  attributes  the  shortages  to  the  belief  that  physicians 
can  earn  significantly  higher  salaries  in  other  states  and  that 
Massachusetts  laws — such  as  the  bans  on  balance  billing  of 
Medicare  and  Blue  Shield  patients — and  low  fee  schedules  have 
placed  an  "unfair"  cap  on  physician  earning  capacity.   A  1987 
Medical  Economics  study  indicated  that  Massachusetts  physicians 
generally  earn  2  0%  less  than  their  counterparts  elsewhere  in  the 
country.   [A  more  recent  issue  of  Medical  Economics  (July  3, 
1989)  states  that  median  net  earnings  of  Massachusetts  doctors 
currently  run  as  much  as  15%  below  the  national  median.] 
Attempts  to  recruit  out-of-state  physicians  allegedly  have  been 
hampered  by  the  state's  poor  reputation  as  an  "unfair  place  to 
practice."   Potential  recruits  are  said  to  have  referred  to  the 
bans  on  balance  billing  and  the  "onerous"  regulatory  burden  in 
declining  the  offers  of  Massachusetts  hospitals.   Dr.  Richard 
Lynch  of  Berkshire  Medical  Center  in  Pittsfield  also  mentioned 
the  financial  uncertainty  created  by  retroactive  malpractice 
premiums  as  another  obstacle  to  recruitment. 

The  Medical  Society's  physician  specialist  survey  focussed  on 
those  practicing  in  high-risk  specialties,  including  neurology, 
neurosurgery,  cardiovascular  diseases,  obstetrics  and  gynecology, 
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orthopedics,  emergency  medicine,  and  surgery.   Of  the  4,439 
physicians  contacted,  1,697  responded.   When  asked  if  they  had 
recently  made  a  significant  change  in  the  way  they  conducted 
their  practice,  539  respondents  (about  32%)  answered 
affirmatively.   Most  often  these  changes  had  been  made  within  the 
last  3  years.   Of  those  reporting  a  change,  216  (40%,  or  13%  of 
all  respondents)  said  they  had  limited  or  stopped  performing 
surgery.   Another  180  physicians  (33%  of  those  reporting  a 
change,  11%  of  all  respondents)  said  they  had  downgraded  the 
services  they  provide  patients.   Additionally,  69  physicians  were 
limiting  their  work  to  office  hours  only  (and  hence  were  no 
longer  seeing  patients  in  hospitals) ,  50  had  resigned  from 
Massachusetts  Blue  Shield,  and  33  were  no  longer  accepting  new 
patients.   The  Society  also  analyzed  these  responses  by 
specialty.   Particularly  high  percentages  of  those  surveyed 
reported  changes  in  practice  in  the  fields  of  gynecology  (79%  of 
all  gynecologists  responding) ,  orthopedic  surgery  (44%  of  all 
orthopedists  responding) ,  and  general  surgery  (4  0%  of  all 
surgeons  responding) . 

The  reason  cited  most  often  for  a  modification  in  practice  was 
the  cost  of  liability  insurance.   A  total  of  329  doctors  (61%  of 
those  reporting  a  change,  20%  of  all  respondents)  mentioned 
insurance  costs  as  the  reason  they  had  curtailed  services,  while 
another  306  physicians  cited  the  Massachusetts  malpractice  system 
as  the  cause  of  their  change  in  practice.   Other  reasons  given 
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were  prohibitions  against  balance  billing  (192  respondents) , 
state  regulation  and  legislation  (132  respondents) ,  the  cost  of 
living  in  Massachusetts  (38  respondents) ,  an  inability  to  recruit 
new  or  additional  physicians  to  participate  in  private  medical 
practice  (38  respondents) ,  and  unspecified  personal  reasons  (125 
respondents) . 

The  Society's  opinion  poll  asked  physicians  about  their  general 
views  on  the  conditions  of  medical  practice  in  Massachusetts. 
When  asked  whether  they  felt  the  professional  liability  situation 
had  improved  or  worsened  in  the  past  year,  72%  said  the  situation 
had  gotten  worse,  22%  said  it  had  stayed  the  same,  and  only  5% 
thought  it  had  gotten  better.   Physicians  aged  26-35  answered 
negatively  significantly  more  often  than  their  counterparts  aged 
56-65.   When  asked  what  they  felt  was  the  main  problem  facing 
medicine  and  health  care  today,  26.9%  of  responding  physicians 
cited  high  costs,  while  15.2%  mentioned  "government 
intervention,"  10.4%  pointed  to  malpractice  issues,  and  7.4% 
spoke  of  third-party  intervention  and  reimbursement  issues. 


B.2   Questions  Concerning  the  MMS  Report:  The  Sager  Study 

The  MMS  report  was  subsequently  criticized  by  Dr.  Alan  Sager  of 
the  Boston  University  School  of  Public  Health  in  a  study  that  was 
released  in  September  1988  under  the  auspices  of  the  Health  Care 
for  All  Coalition. 
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In  introducing  Dr.  Sager's  report,  Larry  Bresslour,  Political 
Director  of  the  Coalition,  stated  that  "there  is  no  doctor 
shortage"  in  Massachusetts.   Even  without  counting  those 
physicians  involved  in  teaching,  research,  or  administration, 
Massachusetts  still  has  38%  more  physicians  per  capita  than  the 
nation  as  a  whole,  according  to  Mr.  Bresslour.   He  went  on  to 
attribute  the  low  earnings  of  Massachusetts  physicians  not  to 
government  intervention,  but  to  an  oversupply  of  doctors 
competing  for  the  patronage  of  too  few  patients. 

In  his  study,  Dr.  Sager  pointed  out  what  he  saw  as  flaws  in  the 
MMS  report.   Questioning  the  idea  that  Massachusetts  is 
experiencing  an  exodus  of  physicians,  Dr.  Sager  noted  that 
Massachusetts  has  the  highest  physician-to-population  ratio  of 
any  state  in  the  nation,  according  to  American  Medical 
Association  data  for  1986.    He  also  suggested  that  the  MMS 


1The  MMS  has  expressed  reservations  concerning  the  use  of 
aggregate  physician-population  ratios,  and  notes  that  the  AMA 
included  the  following  cautionary  statement  in  publishing  its 
figures: 

The  physician-population  ratios  and  rank  by  state  .  .  . 
should  not  be  interpreted  as  indicative  of 
maldistribution  or  oversupply.  ...   An  analysis  of 
health  care  requirements,  ancillary  medical  resources, 
demographic  and  socioeconomic  factors,  and  geographic 
location,  among  others,  is  required  to  assess  equitable 
or  optimal  access  to  services.  .  .  .   [E]quity  in 
physician-population  ratios  between  or  among  geographic 
areas  is  not  necessarily  a  desirable  goal. 
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report  exaggerated  the  extent  of  the  hospital  recruiting 
problem.   The  MMS  statistics,  he  observed,  had  been  based  on  the 
number  of  hospitals  that  were  experiencing  recruiting  problems  in 
any  specialty.   Taking  the  actual  number  of  specialties  per 
hospital  in  which  there  were  recruiting  difficulties,  and 
dividing  it  by  the  total  number  of  specialties  surveyed  (28) 
multiplied  by  the  number  of  hospitals  in  the  state  (91) ,  Dr. 
Sager  arrived  at  an  alternative  problem  percentage.   Rather  than 
saying  that  almost  90%  of  those  hospitals  recruiting  were 
experiencing  difficulties,  one  could  say  instead  that  there  were 
recruiting  difficulties  in  only  9.4%  of  the  hospital  specialty 
departments  in  the  state.   Dr.  Sager  also  noted  that  the  MMS 
report  contained  no  comparisons  concerning  recruitment 
difficulties  in  previous  years  or  in  other  states  by  which  one 
could  gauge  the  comparative  seriousness  of  the  current  situation 
in  Massachusetts.   In  addition  he  questioned  the  emphasis  on 
non-primary  care  physicians  in  the  MMS  report,  given  the  fact 
that  many  of  the  recruiting  problems  were  actually  found  in  the 
primary  care  specialties — family  practice,  internal  medicine, 
general  practice,  and  pediatrics. 

Dr.  Sager  stated  that  the  MMS  survey  of  specialists  may  have  been 
biased  by  the  low  38%  response  rate.   Again,  there  was  no 
comparison  with  other  states  or  previous  years.   He  also 
suggested  that  the  fact  that  some  physicians  have  limited  surgery 
might  not  necessarily  be  a  negative  finding,  since  Massachusetts 
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has  the  third  highest  rate  of  surgery  in  the  nation.   And  he 
observed  that,  while  35%  of  the  physicians  contacted  in  the  MMS 
poll  were  most  concerned  about  government  regulation,  liability, 
or  third-party  issues,  48%  named  access,  cost,  and  quality 
problems  as  the  most  urgent  issues  in  health  care  today. 

Dr.  Sager  argued  that  physicians  were  too  quick  to  blame 
government  regulation  for  their  problems.   Physician  incomes  are 
definitely  lower  in  Massachusetts  than  in  other  states,  he 
agreed,  but  this  is  not  a  recent  phenomenon — it  goes  back  at 
least  2  0  years.   The  underlying  reason  for  this  disparity  may  be 
that  an  unusually  high  percentage  of  health  care  spending  goes  to 
hospitals  in  Massachusetts  in  comparison  with  other  states. 
Physician  incomes  in  Massachusetts  may  also  be  affected  by  the 
establishment  of  HMO's,  the  institution  of  relative  value  scales, 
and  the  growing  supply  of  physicians  themselves.   In  addition, 
the  lower  average  income  of  Massachusetts  physicians  may  result 
in  part  from  the  fact  that  a  higher-than-average  percentage  of 
Massachusetts  physicians  either  are  medical  residents,  whose 
incomes  are  relatively  low,  or  are  involved  in  medical  education 
and  research,  areas  which  are  typically  less  remunerative. 

Dr.  Sager  did  acknowledge  that  Massachusetts  physicians  are 
feeling  squeezed  by  high  payments  for  retroactive  malpractice 
insurance  premium  costs,  which  in  most  cases  boost  the  state's 
total  malpractice  rates  above  those  of  such  states  as  New  Jersey, 
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Connecticut,  Rhode  Island,  Maine,  and  New  York  (outside  of  New 
York  City  and  Long  Island) .   Given  this  situation,  he  suggested 
that  "Massachusetts  physicians  .  .  .  deserve  protection  from  the 
immediate  problem  of  high  malpractice  costs  while  a  durable 
solution  to  the  systemic  problem  is  sought." 

In  concluding  his  report,  Dr.  Sager  charged  that  the  MMS  study 
focussed  too  exclusively  on  the  perceived  problems  of  physicians, 
without  considering  the  public  interest.   Solutions  to  health 
care  problems,  he  said,  must  be  worked  out  within  the  larger 
context  of  the  public's  need  for  affordable  quality  care. 


C.   GENERAL  STATEWIDE  DATA 

Several  more  recent  studies  offer  differing  perspectives  on  the 
number  of  physicians  currently  practicing  in  Massachusetts. 


C.l   The  First  Abt  Associates/MMS  Study 

In  July  1988  Vincent  A.  Scardino  and  Harold  Pakulat  of  Abt 
Associates  were  retained  as  consultants  by  the  Massachusetts 
Medical  Society  to  analyze  two  data  files:  1)  listings  of 
physician  licenses  from  the  Massachusetts  Board  of  Registration 
in  Medicine;  and  2)  listings  from  Medical  Economics,  prepared  by 
Business  Mailers,  Inc.  (BMI) . 
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From  the  Massachusetts  Board  of  Registration  licensure  records, 
Scardino  and  Pakulat  derived  a  figure  of  16,075  "active" 
physicians  with  a  current  license  and  a  business  address  in 
Massachusetts.   The  BMI  file  listed  a  total  of  18,407  physicians 
with  a  Massachusetts  address.   Scardino  and  Pakulat  noted, 
however,  that  this  file  was  less  current  than  the  Board  of 
Registration  file,  and  may  have  contained  many  duplicate 
records.   A  second  Abt  Associates  study  utilizing  an  enhanced 
database  is  discussed  below  in  Section  C.4. 


C.2   The  MHDC/BCBS  Study 

Another  study,  undertaken  by  the  Massachusetts  Health  Data 
Consortium,  Inc.  (MHDC)  and  funded  by  Blue  Cross  and  Blue  Shield 
of  Massachusetts,  shows  a  total  of  13,895  active,  clinical 
physicians  (i.e.,  working  in  a  patient  care  setting)  who  are 
employed  in  Massachusetts.   This  figure  was  based  upon  an 
analysis  of  the  Board  of  Registration  licensure  file  as  of  April 
4,  1988.   An  additional  827  licensed,  active  Massachusetts 
physicians  were  working  in  non-clinical  settings,  while  the  work 
settings  for  2190  physicians  was  unknown. 
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The  MHDC  study  also  reported  that  the  number  of  active 
Massachusetts  physicians  working  in  clinical  settings  in  1988 
(13,895)  was  34%  higher  than  in  1976  (10,354).   However,  the 
study  cautioned  that,  since  no  interim  data  was  available, 
current  figures  may  "represent  a  decline  in  supply  or  an  even 
larger  increase  if  compared  to  a  different  year." 

Based  upon  graduation  dates  listed  in  the  Board  files,  MHDC 
estimated  that  19.6%  of  all  licensed  clinical  physicians  were 
between  25  and  33  years  of  age,  36.9%  between  34  and  43  years  of 
age,  22.2%  between  44  and  53,  12.8%  between  54  and  63,  and  8.4% 
64  or  older. 

In  addition  to  the  13,895  clinical  physicians  working  in-state  in 
1988,  3,168  clinical  physicians  licensed  by  the  Board  worked 
out-of-state,  while  the  work  locations  of  166  physicians  was 
unknown.   The  proportion  of  licensed  clinical  physicians  working 
out-of-state  was  somewhat  higher  in  the  younger  age  brackets,  and 
lowest  in  the  older  age  brackets.   Twenty-three  percent  of  those 
aged  34-43  worked  out-of-state,  while  9.3%  of  those  over  64  and 
15.2%  of  those  aged  54-63  worked  out-of-state. 

Overall,  27.5%  of  Massachusetts  clinical  physicians  were 
graduates  of  medical  schools  located  in  Massachusetts.   A  higher 
proportion  of  those  in  older  age  brackets  were  graduates  of 
Massachusetts  medical  schools  (52.8%  of  those  over  64,  and  36.1% 
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of  those  aged  54-63,  as  opposed  to  23.3%  for  those  aged  44-53, 
21.7%  for  those  aged  34-43,  and  26.6%  for  those  aged  25-53). 


C.3   Reservations  Concerning  the  MHDC  Study 

In  a  memorandum  to  the  Commission  on  Physician  Supply  dated 
February  7,  1989,  the  Massachusetts  Medical  Society  voiced  some 
reservations  concerning  the  MHDC  report.   The  Society  stated  that 
of  the  13,895  licensed  Massachusetts  physicians  listed  in  the 
Board's  files  as  working  in  clinical  settings,  374  have  licenses 
that  have  lapsed  beyond  the  two-year  renewal  period. 
Furthermore,  even  those  physicians  with  "active"  licenses  may  no 
longer  be  active  in  clinical  practice,  since  the  Board's  data  on 
physicians  are  up  to  two  years  old.   The  Society  also  noted  that 
physicians  in  clinical  work  settings  may  be  involved  in  patient 
care  only  part-time  or  not  at  all.   Those  in  the  hospital 
category,  for  instance,  may  be  administrators  or  researchers, 
while  most  hospital-based  clinicians  are  not  full-time 
practitioners . 
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C.4   The  Second  Abt  Associates/MMS  Study 

In  April  1989  Abt  Associates  presented  a  second  study  to  the 
Massachusetts  Medical  Society  based  upon  an  updated  and  more 
extensive  data  base.   This  new  data  base  was  constructed  by 
merging  and  matching  the  listings  in  three  data  files: 

1)  the  Board  of  Registration  data  file  as  of 
February  17,  1989; 

2)  the  American  Medical  Associations' s  file  of 
physicians  with  an  address  in  Massachusetts  as  of 
September  1988; 

3)  the  Massachusetts  Medical  Society's  membership  file 
as  of  November  1988. 

The  authors  of  the  report,  Vincent  Scardino  and  Elizabeth 
Axelrod,  cautioned  that  the  process  of  matching  and  merging  these 
different  data  files  "relied  heavily  on  physicians'  names,"  and 
that  therefore  it  may  have  been  "biased  against  women,  who  are 
more  likely  to  change  their  last  names."  They  also  noted  that, 
because  of  the  differing  criteria  and  compilation  dates  for  each 
file,  some  records  could  not  be  matched.   Data  in  the  Board  of 
Registration  file  can  be  as  much  as  two  years  out  of  date,  while 
that  in  the  AMA  file  may  be  up  to  four  years  out  of  date, 
according  to  the  authors.   Furthermore,  Scardino  and  Axelrod 
observed  that  "the  master  database  does  not  contain  unequivocal 
information  on  which  physicians  are  involved  in  patient  care  and 
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the  number  of  hours  they  typically  spend  in  patient  care  and 
other  professional  activities." 

Analyzing  the  Board  of  Registration  file  alone,  Scardino  and 
Axelrod  derived  a  new  figure  of  16,948  physicians  with  active, 
current  licenses  and  Massachusetts  business  addresses  (in 
comparison  with  the  previous  figure  of  16,075).   Of  these  71.1% 
were  affiliated  only  with  a  hospital  or  hospitals  in 
Massachusetts,  9.5%  had  hospital  affiliations  both  in-state  and 
out-of-state,  and  3.7%  were  affiliated  only  with  out-of-state 
hospitals.   The  hospital  affiliations  for  13.2%  of  Massachusetts 
current  active  physicians  were  "undetermined,"  i.e., 
non-existent,  unlisted,  or  invalid. 

Scardino  and  Axelrod  also  sought  to  classify  Massachusetts  active 
physicians  by  practice  type,  using  practice  classifications 
available  in  the  AMA  membership  file.   According  to  the  AMA  data, 
10,816  or  63.8%  of  active  Massachusetts  physicians  are  primarily 
involved  in  direct  patient  care,  while  1,606  or  9.5%  are  involved 
mainly  in  non-patient  care  activities.   Another  1,531  or  9%  are 
residents,  while  876  or  5.2%  are  fellows.   The  remaining 
Massachusetts  physicians  listed  as  "active"  in  the  Board  of 
Registration  file  did  not  match  with  the  AMA  file  (9%) ,  were  not 
classified  by  the  AMA  (1.8%),  or  were  classified  in  the  AMA  file 
as  " inactive/retired . " 


57 


Scardino  and  Axelrod  warned,  however,  that  the  AMA 
classifications  are  "at  best,  another  'rough'  measure  to  identify 
physicians  involved  in  direct  patient  care,"  since  the  AMA  data 
which  are  available  in  the  MMS  Master  Database  do  not  indicate 
whether  those  listed  as  being  involved  primarily  in  "Non-patient 
Care"  spend  any  time  in  patient  care,  or  how  much  time,  if  any, 
"Direct  Patient  Care"  physicians  may  devote  to  other  activities. 
Hence  they  concluded  that 


using  the  total  number  of  Mass.  Active  physicians  in  the 
Board's  file  as  the  number  of  physicians  providing 
medical  care  to  the  state's  citizens  would  not  be 
accurate.   It  is  certainly  smaller  than  the  16,948 
physicians  with  Mass.  Current  Active  licenses  but 
probably  larger  than  the  10,816  physicians  whose  main 
professional  activity  is  direct  patient  care. 


Given  the  remaining  deficiencies  in  this  new  database,  Scardino 
and  Axelrod  recommended  that  a  primary  survey  be  conducted  in 
order  to  verify  existing  data  and  to  gather  additional 
information  that  would  enable  a  more  thorough  and  precise 
analysis  of  the  Commonwealth's  physician  than  is  currently 
possible. 

In  its  summary  of  the  report,  the  Massachusetts  Medical  Society 
added  the  number  of  residents  and  fellows  with  full  licenses  to 
the  10,816  physicians  listed  as  primarily  providing  direct 
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patient  care  to  derive  a  figure  of  13,2332  physicians  providing 
direct  patient  care  in  the  state.   The  Society  noted  that  this 
figure  is  about  700  fewer  than  that  given  in  the  Massachusetts 
Health  Data  Consortium  study,  which  had  been  based  upon  Board  of 
Registration  data  from  April  1988. 

The  Abt  Associates  report  also  offers  analysis  of  Massachusetts 
current  active  physicians  by  age  and  sex,  again  using  data  from 
the  AMA  file.   Of  the  16,948  active  physicians,  17.5%  were 
female,  73.5%  were  male,  and  9% — many  of  whom  were  probably 
women — could  not  be  matched  with  the  AMA  listings.   The  average 
age  of  female  "actives"  in  Massachusetts  was  39.5  years,  while 
that  of  male  "actives"  was  46.5  years.   By  far  the  largest 
percentage  of  all  Massachusetts  active  physicians  (47.1%)  were 
aged  30-44  years,  while  another  19.7%  were  aged  45-54  years. 


2This  figure  was  mistakenly  listed  as  "13,205"  in  the 
actual  text  of  the  summary  of  highlights  from  the  Abt  Associates 
report  and  subsequently  corrected  by  the  MMS . 
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D.   ANALYSES  OF  SPECIALTY  DISTRIBUTION 

D.l   Data  from  the  MHDC  Study 

The  MHDC  report  also  classified  clinical  physicians  practicing  in 
Massachusetts  according  to  specialty.   Of  these  13,895 
physicians,  5,423  (39%)  were  working  in  primary  care,  2,847  (21%) 
in  surgical  specialties,  and  4,488  (33%)  in  "other"  specialties 
(e.g.,  anesthesiology,  physical  medicine  and  rehabilitation, 
psychiatry,  etc.).   According  to  statewide  per  capita  rates  of 
physicians  per  100,000  residents,  the  most  prevalent  specialties 
are  pediatrics  (73.5/100,000),  internal  medicine  (56.3/100,000), 
obstetrics  (32.1/100,000),  psychiatry  (28.4/100,000),  and 
neonatology  (24.3/100,000). 

In  comparison  with  the  data  for  1976,  there  was  a  55%  increase  in 
the  number  of  pediatricians  in  Massachusetts,  and  a  58%  increase 
in  the  per  capita  rate.   The  number  and  rate  of  physicians  in 
internal  medicine  grew  by  more  than  100%,  while  the  number  and 
rate  of  specialists  in  family/general  medicine  declined  by 
approximately  40%.   The  report  noted  that  this  latter  change  may 
reflect,  in  part,  the  impact  of  physicians  reclassifying 
themselves  as  internal  medicine  specialists  instead  of  as 
specialists  in  family  medicine/general  practice.   Finally,  while 
the  number  of  specialists  in  ob/gyn  had  increased  15%  since  1976, 
the  per  capita  rate  had  declined  7%  due  to  population  growth. 
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The  MHDC  study  did  not  attempt  to  make  any  judgments  concerning 
the  extent  to  which  the  per  capita  rates  in  various  specialties 
are  adequate  to  the  state's  needs.   However,  at  the  risk  of 
making  an  invalid  comparison  due  to  differences  in  specialty 
designation,  it  may  be  worth  matching  the  state's  specialty  rates 
with  the  table  of  GMENAC  recommendations  supplied  by  the 
University  of  Massachusetts  Medical  Center.   In  most  areas,  the 
MHDC  study  shows  a  statewide  physician-to-population  ratio  at  or 
above  the  GMENAC  requirement.   The  one  major  shortfall  is  in  the 
field  of  family/general  practice,  where  the  state  per  capita  rate 
according  to  MHDC  is  only  13.6  per  100,000  residents,  while  the 
GMENAC  recommendation  is  22.2/100,000. 


D.2   Reservations  Concerning  the  MHDC  Data  on  Orthopedists 

It  should  be  noted  that  the  Massachusetts  Orthopaedic  Association 
reviewed  the  MHDC  data  on  orthopedists  in  a  letter  to  Secretary 
Johnston  dated  February  7,  1989.   Of  the  491  licensed,  active 
orthopedic  surgeons  listed  in  the  MHDC  report  as  practicing  in 
clinical  work  settings,  88  (18%)  were  no  longer  actively 
practicing  in  Massachusetts,  according  to  the  MOA.   This 
attrition  was  said  to  be  primarily  due  to  physicians  retiring  or 
moving  to  other  states.   Of  the  remaining  403  orthopedists, 
another  18  were  residents  in  training.   Also,  of  the  59 
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orthopedic  surgeons  whose  practice  settings  were  either  medical 
schools  or  unknown,  25  (40%)  had  moved  or  retired,  while  another 
5  were  medical  residents.   Consequently,  the  MOA  argued  that  the 
MHDC  study  did  not  give  a  definitive  picture  of  the  number  of 
physicians  in  clinical  practice  in  Massachusetts. 


D.3   Data  from  the  Second  Abt  Associates  Study 

In  its  second  report  to  the  Massachusetts  Medical  Society,  Abt 
Associates  compared  primary  specialty  codings  in  the  Board  of 
Registration's  licensure  file  with  those  in  the  AMA  file. 
Scardino  and  Axelrod  found  numerous  discrepancies,  which  raised 
"questions  about  how  much  reliance  can  be  placed  on 
self-designated  specialties  when  one  is  attempting  to  evaluate 
the  supply  and  distribution  of  physicians  in  particular 
specialties."   Scardino  and  Axelrod  then  tried  collapsing  these 
speciality  codings  into  nine  broad  groupings,  to  see  whether  more 
agreement  between  the  Board's  file  and  the  AMA  file  could  be 
achieved.   While  somewhat  less  than  before,  the  discrepancies 
between  the  AMA  and  the  Board  of  Registration  data  were  still 
considerable.   Analyzing  these  specialty  groupings  by  sex, 
however,  Scardino  and  Axelrod  were  able  to  conclude  that  women 
are  more  likely  than  men  to  practice  in  a  "selected  pediatric" 
specialty,  and  less  likely  than  men  to  practice  in  any  of  the 
surgical  specialty  fields. 
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E.   ANALYSES  OF  GEOGRAPHIC  DISTRIBUTION 

E.l   Data  from  the  MHDC  Study 

The  MHDC  study  additionally  provides  figures  for  the  per  capita 
supply  of  physicians  by  region  throughout  the  state. 

The  most  recent  available  AMA  data,  from  1986,  shows  that 
Massachusetts  has  the  highest  aggregate  per  capita  rate  of 
physicians  (including  residents)  of  any  state  in  the  nation  at 
264.6  physicians  per  100,000  population — second  only  to 
Washington,  D.C.   (See,  however,  the  AMA's  caution  concerning  the 
use  of  this  data  in  the  note  on  page  49.)   The  GMENAC  recommended 
per  capita  rate  is  164.6  physicians  per  100,000  population. 

However,  the  per  capita  supply  rate  varies  almost  tenfold  between 
the  most  densely  supplied  and  the  least  densely  supplied  regions 
of  Massachusetts.   Using  1986  population  projections  by  the 
Massachusetts  Institute  for  Social  and  Economic  Research  (MISER) 
and  business  address  listings  from  the  Massachusetts  Board  of 
Registration  in  Medicine,  MHDC  calculated  the  per  capita 
physician  supply  rates  for  45  geographic  areas  in  the  state. 
These  rates  range  from  a  high  of  687.1  physicians  per  100,000 
residents  in  the  Boston  unit  to  a  low  of  77.9  physicians  per 
100,000  residents  in  the  Somerville  unit.   While  the  aggregate 
statewide  rate  was  238.2  physicians  per  100,000  population,  the 
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median  rate  among  the  45  areas  was  148  per  100,000,  significantly 
below  the  GMENAC  recommended  per  capita  rate  of  164.6  physicians 
per  100,000  population. 

The  MHDC  report  observed  that  communities  with  supply  rates  in 
the  lowest  quartile  (77.0-127.9/100,000)  were  clustered  in  the 
southeast  region  of  the  state  (excluding  Cape  Cod) ,  the  central 
region  (excluding  Worcester) ,  and  the  southwest  region.   Supply 
rates  on  Cape  Cod  ranged  between  128.0  and  178.9  physicians  per 
100,000  population.   The  supply  rates  in  Franklin  County,  most  of 
Hampden  County  (apart  from  the  Springfield  area) ,  and  the 
southern  third  of  Berkshire  county  were  all  below  127.9/100,00, 
while  the  rates  in  Hampshire  County  and  in  the  Springfield  area 
of  Hampden  County  were  between  128.0  and  178.9  per  100,000 
population.   (See  map  and  chart  on  pages  65  and  66.) 

In  assessing  the  relative  effects  of  these  differences  in  supply 
rates  on  access  to  health  care,  the  proximity  of  areas  with 
significantly  higher  or  lower  per  capita  rates  should  be  borne  in 
mind.   The  low  per  capita  rate  of  physician  supply  in  Somerville 
(77.9)  may  be  balanced  by  the  high  rate  in  neighboring  Cambridge 
(438.6),  while  the  relatively  favorable  supply  rate  in  the 
Falmouth  area  (162.4)  may  be  partially  negated  by  the  lower  rates 
in  surrounding  areas  (New  Bedford — 82.6,  Barnstable — 157.8).   The 
impact  of  lower  supply  rates  may  also  be  exacerbated  by  other 
factors  such  as  seasonal  influxes  of  population,  the  average  age 
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of  residents,  the  quality  and  availability  of  transportation,  and 
the  distance  between  medical  facilities. 

MHDC  also  compiled  data  on  geographic  distribution  for  two 
specialty  groups — obstetrics  and  orthopedics.   For  obstetrics, 
the  per  capita  supply  rates  ranged  from  a  high  of  72.8  per 
100,000  population  in  Boston  to  a  low  of  zero  in  the  Westfield 
area.   The  aggregate  statewide  rate  was  32.1  per  100,000.   The 
lowest  concentrations  of  obstetricians  were  generally  found  in 
the  western  part  of  the  state,  the  south  central  region,  portions 
of  Cape  Cod  and  the  Islands,  and  the  New  Bedford  area. 

Per  capita  rates  for  orthopedists  ranged  from  a  high  of  22  per 
100,000  in  Boston  to  a  low  of  zero  in  Somerville,  with  a 
statewide  rate  of  8.4  per  100,000.   Some  of  the  areas  with  the 
lowest  rates  were  concentrated  in  portions  of  north  and  south 
central  Massachusetts,  and  in  the  cities  north  and  west  of 
Boston. 


E.2  Additional  Information  on  Physician  Supply  in  Western 
Massachusetts 

Additional  regional  data  has  been  compiled  by  physicians, 
hospital  administrators,  health  care  organizations,  and  consumer 
groups. 

67 


Using  work  done  for  the  University  of  Massachusetts  Medical 
center  in  1983  (which  had  been  based  on  the  report  of  the 
Graduate  Medical  Education  National  Advisory  Committee) ,  the 
Berkshire  Area  Health  Education  Center  issued  a  study  in  June 
1985  assessing  the  present  and  future  needs  of  the  County.   The 
report  concluded  that  the  number  of  physicians  in  Berkshire 
County  was  "generally  adequate  or  in  excess  of  the  number 
required  in  each  specialty  and  subarea  of  the  County  with  only  a 
few  exceptions."   Concern  was  expressed  however  over  potential 
shortages  in  general  practice/family  medicine,  and  in  pediatrics 
and  ob/gyn  in  the  northern  part  of  the  county,  especially  for 
those  covered  by  Medicaid.   The  report  also  noted  that  there  was 
a  predominance  of  older  physicians  among  general  family 
practitioners,  but  it  was  suggested  that  the  larger  number  of 
future  retirements  in  this  field  would  be  offset  by  the  number  of 
younger  physicians  in  other  primary  care  specialties.   A 
significant  number  of  physicians  in  the  areas  of  general  surgery 
and  ophthalmology  were  also  nearing  retirement,  but,  as  of  1985, 
the  supply  of  younger  resident  or  incoming  physicians  in  these 
fields  had  been  sufficient  to  keep  pace  with  retirements. 

At  the  Commission's  meeting  on  March  30th,  Lillian  Marcantel, 
President  of  the  Berkshire  Consumer  Coalition,  presented  a  letter 
offering  her  views  on  the  situation  in  Berkshire  County. 
According  to  Ms.  Marcantel,  the  MHDC  "figures  are  off  in  our  area 
and  it  appears  that  instead  of  approximately  196  physicians  we 
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may  have  closer  to  300  physicians."   (MHDC  has  stated  that  the 
supply  rate  of  physicians  in  the  Pittsfield  area  was  196.5  per 
100,000,  while  the  total  number  of  physicians  in  the  area  was 
249.)   Evidence  as  to  whether  Berkshire  County  was  suffering  from 
a  shortage  or  not  was  contradictory.   While  the  Berkshire  Area 
Health  Education  Center  report  of  June  1985  had  not  projected  an 
overall  physician  shortage,  a  local  newspaper  item  from  December 
1987  stated  that  Berkshire  County  may  be  starting  to  feel  a  pinch 
in  doctor  supply.   Ms.  Marcantel  also  mentioned  that  a  group  had 
been  formed  in  the  county  to  set  up  a  new  pilot  health  plan  with 
input  from  all  interested  parties. 

At  the  February  7th  meeting  of  the  Commission,  Mr.  Scott  Bullock, 
President  of  Noble  Hospital,  and  Dr.  Warren  Fisher,  Chief  of 
Medicine  at  Cooley  Dickinson  Hospital,  presented  comparative  data 
suggesting  that  there  are  physician  supply  problems  in  the 
Westfield  and  Amherst  areas.   In  the  Westfield  area  (Noble 
Hospital,  Fairview  Hospital,  and  17  towns) ,  the  per  capita  rate 
for  all  physicians  was  only  91.4  per  100,000  residents,  as 
opposed  to  a  statewide  average  of  238  per  100,000.   The  per 
capita  rate  in  Westfield  for  obstetricians  was  zero  per  100,000, 
in  comparison  with  a  statewide  average  of  32.1,  while  the  rate 
for  orthopedists  was  4.5  per  100,000,  in  comparison  with  a 
statewide  average  of  8.4.   In  the  Amherst  area  (Cooley  Dickinson 
Hospital  and  17  towns) ,  the  per  capita  rate  for  all  physicians 
was  160.6  per  100,000  residents,  and  the  per  capita  rates  for 
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obstetricians  and  orthopedists  were  26.6  and  3.7  respectively. 
These  figures  were  drawn  from  the  MHDC  report. 


E.3   Additional  Information  on  Physician  Supply  on  Cape  Cod 

At  the  February  7th  meeting  of  the  Commission,  Mr.  Roy  Hitchings, 
President  and  CEO  of  Falmouth  Hospital,  and  Mr.  Jim  Lyons, 
President  of  Cape  Cod  Hospital,  also  presented  statistics  on 
physician  supply  on  Cape  Cod.   By  comparing  MISER  population  data 
with  a  corrected  list  of  physicians  from  the  1988  Folio 
Associates  Directory,  Falmouth  Hospital  calculated  an  overall 
rate  of  142.6  physicians  per  100,000  residents  on  Cape  Cod,  in 
contrast  to  the  statewide  rate  of  238.2.   Per  capita  rates  on 
Cape  Cod  for  particular  specialties  were  also  shown  to  be  lower 
than  the  statewide  average.   The  per  capita  rate  on  Cape  Cod  for 
pediatricians  was  71%  of  the  statewide  rate.   Additionally,  the 
Cape  Cod  rate  was  only  41%  of  the  state  average  in  ob/gyn,  77%  in 
general  surgery,  and  67%  in  orthopedics. 

Physician  losses  and  population  increases  are  exacerbating  this 
situation,  according  to  Mr.  Hitchings  and  Mr.  Lyons.   Between 
1985  and  1988  the  net  change  in  staff  at  Falmouth  Hospital  was 
minus  two;  since  1987,  the  hospital  has  lost  18  physicians  while 
adding  only  7  for  a  net  loss  of  11.   Cape  Cod  Hospital  has 
experienced  a  net  loss  of  32  physicians  since  1985.   Meanwhile, 
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between  1985  and  1988  the  population  on  the  Upper  Cape  rose  9%. 
In  the  same  period,  the  per  capita  rate  of  primary  care 
physicians  on  the  Upper  Cape  declined  from  38.8  to  27.6  per 
100,000,  and  the  overall  per  capita  rate  for  Upper  Cape 
physicians  dropped  from  123.5  to  110.4. 

Finally,  using  MISER  data,  it  was  calculated  that  the  percentage 
of  the  population  over  65  on  Cape  Cod,  which  is  already  higher 
than  in  Massachusetts  as  a  whole  (20.8%  vs.  12.7%  in  1980),  would 
continue  to  rise  in  the  future.   It  is  estimated  that  in  1995 
23.4%  of  the  Cape  population  will  be  over  65,  and  2.3%  will  be 
over  85,  as  opposed  to  14.2%  and  1.4%,  respectively,  for 
Massachusetts  as  a  whole.   These  differences  are  significant 
because  the  elderly  utilize  medical  services  at  a  50%  higher  rate 
than  the  younger  segments  of  the  population. 

Mr.  Hitchings  also  suggested  at  the  February  7th  meeting  that  the 
elderly  are  having  difficulty  locating  physicians.   A  petition 
stating  that  there  is  a  physician  shortage  on  the  Cape  has 
garnered  over  500  signatures,  most  of  them  those  of  elderly 
people.   Many  elderly  residents  of  the  Cape  have  moved  from  the 
Boston  area,  breaking  their  ties  with  their  regular  physicians. 
At  the  same  time,  there  is  "Not  one  doctor  in  family  practice, 
general  practice,  or  internal  medicine  who  is  accepting  new 
patients"  (minutes  of  meeting  of  February  7th) . 
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Shortly  after  the  February  7th  meeting,  Secretary  Johnston 
received  a  letter  from  the  Cape  United  Elderly  (CUE) ,  contesting 
Mr.  Hitchings's  statements.   According  to  CUE,  a  member  "went 
through  the  yellow  pages  and  randomly  called  19  Cape  physicians 
in  general  or  family  practice."   Of  the  19  physicians,  "11  said 
they  were  taking  new  patients  and  most  offered  to  make 
appointments  the  next  day." 

In  response  to  this  letter,  Mr.  Lyons  wrote  to  the  Secretary, 
stating  that  Mr.  Hitchings  was  clearly  referring  to  "members  of 
the  Medical  Staff  who  have  active,  admitting  privileges  at 
Falmouth  Hospital"  (letter  of  February  22,  1989).   Among 
physicians  with  active  privileges  at  Cape  Cod  Hospital,  Mr.  Lyons 
said,  only  one  would  see  a  patient  within  48  hours.   Six  others 
would  see  patients  in  4-6  weeks,  one  would  make  an  appointment  4 
months  later,  one  6  months  later,  and  14  were  not  taking  any  new 
patients.   While  there  are  physicians  on  the  Cape  who  are 
accepting  new  patients,  Mr.  Lyons  observed,  they  do  not  have 
admitting  privileges.   Consequently,  their  patients  are  stranded 
at  the  Emergency  Department,  creating  a  crisis  for  the  dwindling 
number  of  family  practitioners  and  internists. 

In  a  survey  conducted  by  the  Cape  Cod  Times  and  published  on 
February  22,  1989,  26  of  47  primary-care  physicians  contacted 
were  accepting  patients.  Eighteen  said  they  were  not  accepting 
patients,  while  the  others  "did  not  give  straight  answers."   Of 
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the  26  doctors  accepting  patients,  12  did  not  have  admitting 
privileges  at  a  local  hospital,  and  some  did  not  accept 
Medicare.   Also,  a  few  were  booked  for  months. 

In  answer  to  Mr.  Lyons ' s  statement  in  this  same  article  that 
there  is  "a  shortage  of  physicians  who  can  admit  you  to  the 
hospital ,"  Cape  United  Elderly  sent  a  letter  to  the  paper's 
editor  observing  that  patients  can  be  admitted  to  a  hospital  even 
when  their  doctor  lacks  admitting  privileges.   In  such  cases 
access  to  the  hospital  can  be  gained  either  through  the  emergency 
room  or  through  an  arrangement  between  the  patient's  personal 
physician  and  another  physician  who  has  hospital  privileges. 

Cape  United  Elderly  also  made  a  presentation  at  the  March  30th 
meeting  of  the  Commission  in  which  they  declared  their  continued 
support  for  the  ban  on  balance  billing.   Seniors  in  New  Jersey, 
Pennsylvania,  Wisconsin,  Florida,  Washington,  Illinois,  and  New 
York,  CUE  noted,  are  currently  working  to  pass  similar  bills. 
CUE  warned  against  the  adoption  of  a  means  test  for  the  ban  on 
balance  billing,  such  as  that  proposed  by  Senator  Rauschenbach. 
In  Connecticut,  which  has  such  a  test,  "only  23%  of  the  eligible 
elderly  population  have  signed  up  for  the  program,"  they  stated. 
CUE  also  cited  a  recent  statement  by  Paul  Lanzikos,  Secretary  of 
Elder  Affairs,  noting  that  states  that  have  established  a  means 
test  for  Medicare  patients  have  reported  "a  nightmare  of 
bureaucratic  problems."   CUE  did  acknowledge,  however,  that  "the 
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federal  government  is  reneging  on  its  commitment  to  the  elderly 
population  by  not  reimbursing  doctors  who  treat  medicare  patients 
at  a  rate  sufficient  to  cover  their  expenses,"  and  that  "we  need 
to  start  making  it  attractive  for  doctors  to  be  affiliated  with 
hospitals."   CUE  also  stated  that,  judging  by  their  experience, 
it  was  almost  impossible  for  patients  in  Falmouth  to  find 
physicians  who  will  accept  new  patients.   CUE  has  been  referring 
these  patients  to  other  doctors,  mostly  in  the  Sandwich  area. 


E.4   Regional  Data  on  Access  to  Health  Care  for  the  Elderly 

Additional  information  on  access  to  medical  care  for  the  elderly 
in  various  regions  of  the  state  has  been  compiled  by  the  Health 
Planning  Council  for  Greater  Boston,  Inc.   This  information  was 
distributed  to  the  members  of  the  Commission  at  the  meeting  on 
March  30th.   Rather  than  comparing  physician-to-population 
ratios,  this  study  examined  hospitalization  rates  for 
Massachusetts  residents  over  65  years  of  age  during  1983,  1984, 
and  1986.   When  the  amount  of  hospitalization  in  an  area  for  a 
certain  diagnosis  was  far  less  than  would  be  expected  when 
compared  with  statewide  averages  for  the  same  condition,  the 
Planning  Council  suggested  that  this  might  be  evidence  of  an 
access  problem.   In  particular,  they  noted  that  seven  areas  of 
the  state — Barnstable,  New  Bedford,  Fall  River,  Attleboro, 
Springfield,  Roxbury,  and  Taunton — showed  consistently  low  rates 
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of  hospitalization  for  various  diagnoses  in  comparison  with 
statewide  averages.   For  instance,  the  hospitalization  rate  in 
1983  for  Roxbury  residents  suffering  from  angina  pectoris  was 
only  18%  of  the  statewide  average. 


F.   REGIONAL  HEARINGS 

During  the  month  of  April  1989  the  Commission  held  regional 
hearings  in  Northampton,  Roxbury,  and  Hyannis.   The  complete 
written  testimony  submitted  at  these  hearings  is  available  for 
review  in  the  Commission's  files.   The  following  is  a  brief 
summary  of  some  of  the  salient  points  made  at  these  hearings. 


F.l   The  Northampton  Hearing 

All  of  the  written  testimony  from  the  Northampton  hearing  was 
delivered  by  physicians  and  health  care  administrators.   The  two 
primary  issues  addressed  were  the  physician  shortage  in  the  area 
and  its  causes.   Cooley  Dickinson  Hospital,  in  Northampton, 
reported  a  net  need  of  89  physicians  in  its  primary  service 
area.   Jonathan  Rudolph,  Vice  President  for  Planning  and 
Development  at  Baystate  Health  Systems,  stated  that  fulfilling 
requests  for  adult  primary  care  practitioners  was  the  most 
difficult  challenge  facing  the  physician  referral  services 
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operated  by  Baystate  Corporations.   Several  hospital  directors 
spoke  of  losing  personnel  and  the  difficulties  they  experienced 
in  replacing  these  practitioners.   One  hospital  had  attempted  to 
recruit  an  obstetrician  for  four  years  before  finding  one  willing 
to  come,  while  another  hospital  had  been  looking  for  an 
obstetrician  without  success  for  two  years. 

Ronald  L.  Hemmelgarn,  Regional  Executive  Director  for  Medical 
West,  a  Blue  Cross/Blue  Shield  HMO,  stated  that  western 
Massachusetts  has  suffered  from  "a  prolonged  shortage  in  the 
specialties  of  Otolaryngology,  Psychiatry,  Obstetrics-Gynecology, 
Orthopedics,  and  general  Internal  Medicine."   Housing  costs  and 
user  fees  are  rising  to  the  point  where  physician  salaries  can  no 
longer  keep  pace.   While  Medical  West  was  managing  to  meet  some 
of  its  staffing  needs  by  appointing  temporary  physicians,  they 
were  having  more  and  more  difficulty  attracting  applicants. 

Dr.  Warren  Fisher  of  Cooley  Dickinson  Hospital  submitted  a  report 
on  physician  numbers  in  the  hospital's  service  area.   According 
to  this  report,  the  MHDC  study  of  physician  supply  was  only  "a 
rough  approximation  that  still  overstates  the  numbers  of 
physicians  in  practice."   Dr.  Fisher's  report  also  gave 
statistics  on  physician  mobility  in  the  Cooley  Dickinson  service 
area.   Of  the  99  physicians  in  the  area  in  1982,  51  had  left 
practice,  with  17  moving  to  another  state.   Dr.  Fisher  also  noted 
that  "One  very  disturbing  finding  .  .  .  was  the  fact  that  11 
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primary  care  MD's  left  practice  near  the  peak  of  their  careers 
after  about  10  years  of  practice.   This  will  leave  a  leadership 
gap  among  this  group  of  physicians  and  leaves  a  formidable 
burden.  ..." 

The  causes  most  frequently  cited  for  these  difficulties  in 
physician  recruitment  and  retention  were  high  malpractice 
premiums  and  the  ban  on  balance  billing.   For  instance,  a  paper 
on  "The  Response  of  Surgeons  to  the  Professional  Climate  in 
Massachusetts,"  which  was  written  under  the  auspices  of  the 
Massachusetts  Chapter  of  the  American  College  of  Surgeons,  noted 
that  tort  reform,  reduction  of  malpractice  premiums,  and  repeal 
of  the  ban  on  balance  billing  were  frequently  cited  by  those 
surveyed  as  a  means  of  improving  the  professional  climate  in 
Massachusetts.   There  were  also  numerous  complaints  about  the 
activities  of  the  Board  of  Registration  in  Medicine.   Deborah 
Anderst,  Vice  President  of  Finance  at  Cooley  Dickinson  Hospital, 
argued  that  the  deferred  malpractice  premiums  physicians  must  now 
pay  in  order  to  make  up  previously  deflated  rates  are  an  unfair 
burden,  insofar  as  physicians  cannot  assess  the  patients  of  prior 
years  for  these  deferred  payments.   Physicians  are  forced  to 
absorb  the  costs  on  a  current  basis  only.   Dr.  Roberta  Berrien, 
who  formerly  practiced  in  Northampton,  submitted  a  letter  earlier 
published  in  the  New  England  Journal  of  Medicine  complaining 
about  the  unduly  low  reimbursement  rates  fixed  by  Blue  Shield, 
Medicare,  and  Medicaid,  and  about  the  slowness  with  which 
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reimbursement  requests  are  processed.   Between  1983  and  1985,  she 
reported,  her  annual  personal  income  before  taxes  declined  from 
$68,000  to  $62,500.   In  1987  she  left  Massachusetts  to  practice 
in  Maine. 

Finally,  Dr.  Paula  L.  Stamps,  Professor  of  Health  Policy  and 
Management  at  the  University  of  Massachusetts,  presented  a  report 
entitled  "Medical  Manpower  and  Medical  Practice  Patterns  in 
Western  Massachusetts,"  which  describes  an  ongoing  research 
project  designed  to  identify  physicians  currently  practicing  in 
western  Massachusetts,  document  their  practice  patterns,  and 
determine  the  level  of  their  personal  and  professional 
satisfaction.   This  project  differs  from  previous  studies  in  that 
it  seeks  to  survey  a  complete  population,  including  all 
post-residency  physicians  (excepting  psychiatrists)  who  have  a 
medical  practice  located  in  one  of  the  four  western  counties 
(Berkshire,  Franklin,  Hampden,  and  Hampshire)  of  the  state. 
Follow-up  efforts  will  be  continued  until  a  70%  response  rate  has 
been  achieved. 

Dr.  Stamps  and  her  colleagues  compiled  a  list  of  physicians  in 
western  Massachusetts  from  the  following  sources:  a)  Folio's 
physician  directory;  b)  the  AMA  Masterfile  used  by  Abt 
Associates;  and  c)  the  Massachusetts  Board  of  Registration  in 
Medicine  list  used  in  the  Massachusetts  Health  Data  Consortium 
study.   Information  was  also  received  from  12  specialty 
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organizations.   By  comparing  and  cross-checking  these  lists,  the 
UMass  research  team  arrived  at  a  final  total  of  1675  physicians 
(excluding  psychiatrists)  in  active  practice  in  the  four  western 
counties  of  the  state. 

Survey  questionnaires  will  be  mailed  to  these  physicians,  asking 
them  to  report  on  the  number  of  hours  they  work  per  week,  and  on 
the  number  of  hours  they  devote  to  direct  care  of  ambulatory  and 
non-ambulatory  patients.   The  survey  also  asks  about  changes  in 
practice  patterns  over  the  last  three  years  and  about  the  reasons 
for  these  changes.   Respondents  are  further  requested  to  provide 
information  concerning  their  age,  gender,  specialty,  experience, 
to  assess  their  level  of  personal  and  professional  satisfaction, 
and  to  offer  their  views  on  the  climate  for  medical  practice  in 
the  state.   By  using  a  longer  and  more  specific  questionnaire, 
Dr.  Stamps  and  her  research  team  hope  to  be  able  to  provide  a 
more  complete  and  detailed  portrait  of  physician  attitudes. 

Dr.  Stamps  noted  that,  while  the  Massachusetts  Medical  Society  is 
the  indirect  financial  sponsor  of  her  project,  through  an 
unrestricted  grant  to  the  Division  of  Public  Health  in  the  School 
of  Health  Sciences  at  the  University  of  Massachusetts  (Amherst) , 
the  MMS  had  exerted  no  influence  over  her  work. 
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F.2   The  Roxbury  Hearing 

At  the  Roxbury  hearing  testimony  was  received  from  the  Medical 
Director  of  the  Roxbury  Comprehensive  Community  Health  Center. 
He  argued  that  there  is  "a  clear  decline  in  the  number  of 
physicians  who  are  entering  primary  care  specialties  such  as 
internal  medicine,  pediatrics,  and  family  practice , "  owing  to  the 
long  hours  and  relatively  lower  income  typical  of  these  practice 
areas.   Recent  graduates  tend  to  prefer  medical  subspecialties 
such  as  ophthalmology  and  radiology,  which  offer  shorter  hours 
and  higher  incomes.   Consequently  community  health  centers,  which 
focus  on  primary  care,  are  having  more  and  more  difficulty  in 
recruiting  physicians.   This  problem  is  compounded  by  the  fact 
that  such  centers  are  looking  for  doctors  who  "are  willing  to 
serve  people  who  are  generally  lower  income  and  have  much  higher 
rates  of  disease  and  more  complicated  medical  problems." 
Furthermore,  the  limited  resources  of  community  health  centers 
make  it  difficult  for  them  to  compete  with  larger  organizations 
such  as  HMO's.   Additional  funding  and  technical  assistance  to 
develop  recruiting  strategies  are  greatly  needed  by  these 
centers,  he  suggested. 
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F.3   The  Hyannis  Hearing 

Much  of  the  testimony  at  the  Hyannis  hearing  concerned  the 
difficulties  experienced  by  elderly  patients  seeking  physicians. 
Many  elders  were  reportedly  without  regular  primary  care 
physicians,  while  others  had  physicians  who  had  no  admitting 
privileges  at  local  hospitals.   Consequently,  patients  often  had 
to  be  admitted  to  hospitals  through  the  emergency  room  by 
physicians  who  had  no  knowledge  of  their  previous  medical  record. 

Several  physicians  reported  cases  of  colleagues  leaving  the  state 
due  to  high  malpractice  premiums.   Medicare  mandatory  assignment 
and  the  ban  on  balance  billing  were  felt  to  be  particularly 
onerous  on  the  Cape  given  the  high  percentage  of  Medicare 
patients  living  there.   Doctors  trying  to  recruit  others  to  join 
them  in  group  practice  or  on  hospital  staffs  said  that  they  had 
had  no  success,  despite  prolonged  advertising.   In  response  to 
questions  from  Commission  members,  it  was  also  stated  that 
salaries  and  other  forms  of  financial  compensation  were  not 
adequate  to  attract  new  physicians  in  some  specialties. 

Testimony  was  given  both  for  and  against  Senator  Rauschenbach' s 
bill  to  establish  a  means  test  for  Medicare  patients. 
Representatives  of  Cape  United  Elderly  argued  that  the  resulting 
increase  in  fees  would  be  disastrous  for  those  on  fixed  incomes. 
Other  advocates  for  the  elderly,  as  well  as  those  physicians 
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testifying,  spoke  in  favor  of  a  means  test  as  a  way  of  boosting 
physician  income  and  thereby  attracting  new  recruits  to  the 
area.   One  director  of  a  senior  center,  for  instance,  noted  that 
many  other  programs  of  elderly  assistance,  such  as  the  Homecare 
Program,  have  eligibility  requirements,  while  another  physician 
argued  that  those  Cape  residents  who  can  afford  to  spend  the 
winter  in  Florida  should  be  able  to  pay  the  balance  of  their 
medical  bills  not  covered  by  Medicare. 


82 


V.   SUBCOMMITTEE  MEETINGS 

At  the  February  7th  meeting  of  the  Commission  Secretary  Johnston 
asked  the  members  to  meet  in  subcommittees  to  consider  various 
propositions  and  prepare  the  agenda  for  the  Commission's  final 
session  in  April.   In  addition  to  the  subcommittee  on  data, 
which  had  already  been  convened,  three  new  subcommittees  were 
established  to  consider:  1)  regulatory  issues;  2)  economic 
issues;  and  3)  non-reimbursement  solutions  to  access  and 
marketing  issues. 

These  subcommittees  then  met  to  generate  agenda  items  for 
presentation  to  the  full  membership  of  the  Commission.   In 
considering  different  propositions,  the  subcommittees  did  not 
attempt  to  reach  agreement  as  to  which  ideas  were  preferable. 
Rather,  their  goal  was  to  present  the  Commission  with  a  range  of 
possible  solutions  representing  the  viewpoints  of  concerned 
observers.   It  would  then  be  the  task  of  the  Commission  as  a 
whole  to  work  toward  broadly  acceptable  recommendations. 
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VI.   DEBATE  CONCERNING  SUBCOMMITTEE  AGENDA  ITEMS 

In  response  to  the  various  agenda  items  presented  by  the 
Commission  subcommittees,  some  parties  chose  to  provide  position 
papers  detailing  their  views.   The  following  is  a  summary  of 
those  statements. 


A.   BLUE  CROSS  AND  BLUE  SHIELD 

Robin  Lipson,  Director  for  Policy  and  Program  Development  for 
Blue  Cross  and  Blue  Shield,  stated  that  BC/BS  could  not  support 
any  of  the  agenda  propositions  to  change  the  bans  on  balance 
billing.   Increases  in  out-of-pocket  costs  for  health  care 
consumers  would  result  if  these  propositions  were  adopted.   While 
the  ban  on  balance  billing  may  have  an  impact  on  physician 
income,  it  may  or  may  not  have  any  impact  on  physician  supply 
throughout  the  state,  since  Massachusetts  still  has  one  of  the 
highest  rates  of  physicians  per  capita  in  the  country. 

Recognizing  that  physicians  in  some  specialty  classifications 
face  a  disproportionate  burden  in  paying  deferred  premium 
liability,  BC/BS  supported  a  proposition  to  pass  some  substantial 
percentage  of  malpractice  premiums  through  to  hospitals  where 
physicians  practice.   However,  BC/BS  could  not  support  a 
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proposition  to  make  malpractice  pass-through  payments  in  a  lump 
sum  rather  than  as  a  percentage  of  each  claim  payment.   Since 
BC/BS  can  only  reimburse  physicians  for  medical  services 
rendered,  it  is  necessary  that  malpractice  costs  be  reimbursed 
through  individual  procedure  payments. 

Finally,  BC/BS  stated  its  general  support  for  the  use  of  fee 
schedules  and/or  a  resource-based  relative  value  scale  as  a  means 
of  reimbursing  physicians. 


B.   THE  HEALTH  CARE  FOR  ALL  COALITION  AND  THE  MASSACHUSETTS 
SENIOR  ACTION  COUNCIL 

In  response  to  the  agenda  items  of  the  subcommittee  on  economic 
issues,  the  Health  Care  for  All  Coalition  and  the  Massachusetts 
Senior  Action  Council  argued  that  "Balance  billing  discourages 
preventive  care  and  has  harmful  health  outcomes."  According  to 
Health  Care  for  All  and  the  Senior  Action  Council,  the  Rand 
Corporation  Health  Insurance  Experiment  on  the  impact  of  cost 
sharing  found  that: 

*    co-payments  resulted  in  negative  health  outcomes  for 
low-income  people  because  of  delays  in  seeking 
cost-effective  care; 
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*  any  people  subject  to  cost-sharing  are  less  likely  to 
seek  preventive  care  and  needed  services  for  acute 
illnesses; 

*  cost-sharing  reduced  the  use  of  highly  effective 
services  as  much  as  rarely  effective  services; 

*  balance  billing  adds  a  costly  administrative  burden  to 
physician  practices — especially  for  primary  care 
physicians,  who  tend  to  see  more  patients; 

*  the  bans  and  assignment  have  dramatically  reduced 
paperwork  and  confusion  for  patients. 


Health  Care  For  All  and  the  Senior  Action  Council  went  on  to 
argue  that  means  tests  are  extremely  costly  and  administratively 
burdensome.   Such  tests,  they  stated,  have  proved  expensive 
and/or  ineffective  in  states  that  have  tried  them.   Moreover,  a 
means  test  would  discourage  physicians  from  practicing  in 
lower-income  communities  and  could  lead  to  discrimination. 

Finally,  Health  Care  For  All  and  the  Senior  Action  Council 
affirmed  their  support  for  the  use  of  global  budgets  for 
hospitals,  for  a  single  payor  system  with  standardized 
paperwork,  for  the  use  of  a  resource-based  relative  value  scale 
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in  determining  reimbursement  schedules,  and  for  educational 
subsidies  encouraging  physicians  to  practice  in  medically 
underserved  areas. 


C.   MS.  LILLIAN  MARCANTEL,  THE  BERKSHIRE  CONSUMER  COALITION 

Ms.  Lillian  Marcantel,  President  of  the  Berkshire  Consumer 
Coalition,  objected  to  all  of  the  propositions  to  change  the  ban 
on  balance  billing  of  Medicare  patients.   She  also  objected  to  a 
proposition  to  allow  balance  billing  of  patients  enrolled  in 
Blue  Cross/Blue  Shield  in  the  form  in  which  it  was  presented. 
However,  she  did  feel  that  a  pilot  project  should  be  considered 
permitting  physicians  to  balance  bill  up  to  a  certain  percentage 
cap  on  any  particular  service  under  an  indemnity  health  plan. 
This  pilot  might  be  allowed  by  special  legislation  and  put  under 
a  sunset  clause  as  a  test. 

Regarding  malpractice,  Ms.  Marcantel  opposed  propositions  to 
adopt  "no  fault"  standards  for  settlement  of  malpractice  claims, 
to  have  malpractice  claims  heard  by  a  board  of  peer  physicians 
rather  than  by  juries,  to  pass  malpractice  premiums  on  to 
hospitals,  and  to  require  early  tender  of  settlement  offers  for 
Malpractice  claims  in  some  or  all  cases.   However,  she  did 
support  proposed  resolutions  stating  that  third-party  payors' 
malpractice  rate  pass-throughs  should  more  equitably  and 
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efficiently  reflect  the  costs  of  malpractice  insurance,  and  that 
Medicaid  and  Workers'  Compensation  pass-throughs  should  be  paid 
in  a  timely  fashion.   In  addition,  she  supported  a  call  for 
measures  to  help  eliminate  the  uncertainty  and  unpredictability 
in  estimating  future  costs  for  malpractice  insurance,  and 
suggested  that  consideration  should  be  given  to  allowing  only  a 
certain  capped  percentage  of  a  past  premium  amount  to  be  added 
as  a  deferred  premium  in  another  year.   Ms.  Marcantel  agreed 
with  propositions  for  lump  sum  payments  of  malpractice 
pass-throughs,  for  amending  law  and  practice  to  distinguish 
between  malpractice  and  maloccurrence,  and  for  asking  the  Joint 
Underwriting  Association  to  alter  its  record-keeping  in  order  to 
provide  more  accurate  data  concerning  malpractice. 

Regarding  a  proposition  to  tie  Workers'  Compensation 
reimbursement  rates  to  Blue  Cross/Blue  Shield  rates  rather  than 
to  Medicaid  rates,  Ms.  Marcantel  agreed  that  Workers' 
Compensation  should  not  be  tied  to  Medicaid  rates,  but 
questioned  whether  BC/BS  rates  were  the  appropriate  alternative. 

Regarding  hospitals,  Ms.  Marcantel  objected  to  a  proposition  to 
award  global  budgets  to  hospitals,  and  gave  qualified  assent  to 
a  proposition  to  eliminate  excess  hospital  beds,  on  condition 
that  these  beds  be  converted  to  other  uses  meeting  real  needs  in 
the  community.   More  generally,  Ms.  Marcantel  suggested  that 
volunteer  regional  health  panels,  comprised  of  hospital 

88 


administrators,  physicians,  business  representatives,  labor 
representatives,  human  service  providers,  and  consumers,  be 
established  to  review  and  make  recommendations  concerning  these 
and  other  health  care  issues. 

Ms.  Marcantel  supported  an  agenda  item  calling  for 
standardization  of  paperwork.   Regarding  other  measures  related 
to  reimbursement  schedules  and  procedures,  she  felt  that  most  of 
these  measures  needed  further  study.   Propositions  calling  for 
the  adoption  of  a  resource-based  relative  value  scale  or  for  the 
use  of  a  reimbursement  formula  that  would  promote  primary  care 
deserved  consideration  in  her  opinion,  although  she  felt  that 
regional  differences  should  be  taken  into  account.   A  suggestion 
that  third-party  reimbursement  rates  discriminate  in  favor  of 
hospital-affiliated  physicians  was  acceptable  to  Ms.  Marcantel 
only  if  the  physician  were  free  to  affiliate  with  the  hospital 
of  his  or  her  choice  and  if  consideration  were  given  travel 
difficulties.   Finally,  Ms.  Marcantel  stated  that  a  proposition 
to  require  third-party  indemnity  plans  to  reimburse  physicians 
regardless  of  whether  or  not  such  physicians  were  enrolled  in 
that  payor's  plan  was  too  simple  an  answer  for  such  a  large 
issue,  and  needed  further  study. 

Regarding  the  agenda  items  presented  by  the  subcommittee  on 
non-reimbursement  solutions  to  access  and  marketing  issues,  Ms. 
Marcantel  supported  the  propositions  to  collect  further  data 
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concerning  changes  in  practice  forms,  recruitment  of  primary 
care  physicians,  and  cases  of  physicians  electing  not  to 
affiliate  with  hospitals.   She  also  noted  that  the  regional 
health  panels  she  had  suggested  would  be  a  valuable  source  for 
collecting  such  information.   Ms.  Marcantel  also  supported 
propositions  calling  for  aid  to  community  health  centers  in 
attracting  and  retaining  physicians,  and  for  the  establishment 
of  a  clearinghouse  to  disseminate  information  about  physician 
vacancies  in  the  state. 

Ms.  Marcantel  favored  a  proposition  to  encourage  the  training  of 
more  primary  care  physicians.   In  particular,  she  suggested  that 
not  only  community  hospitals,  but  urban  health  clinics  and  group 
practices  would  be  sites  appropriate  for  the  establishment  of 
family  practice  residency  programs. 

Ms.  Marcantel  stated  that  she  did  not  see  the  immediate  need  for 
data  regarding  the  aggregate  profile  of  undergraduate  medical 
students  and  physicians  in  training  in  Massachusetts,  as  called 
for  in  another  agenda  item.   Time,  effort,  and  funding  would  be 
better  spent  on  issues  known  to  be  contributing  to  the  physician 
supply  problem,  in  her  view. 

Propositions  calling  for  clarification  of  the  goals  of,  and 
support  for,  the  State  Health  Service  Corps,  and  for  the 
creation  of  a  loan  forgiveness  program  tied  to  practice  in  the 
Commonwealth,  both  received  Ms.  Marcantel' s  assent. 
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Ms.  Marcantel  supported  a  resolution  asking  the  Massachusetts 
Medical  Society  to  develop  a  public  relations  strategy  to 
attract  physicians  to  the  state.   She  also  suggested  that  the 
MMS  should  make  every  effort  to  obtain  the  opinions  of  all 
physicians  statewide  on  issues,  in  order  to  give  the  views  of 
the  majority  of  all  physicians. 

In  concluding  her  comments,  Ms.  Marcantel  raised  a  particular 
concern  over  multi-specialty  group  practices.   Group  practices 
which  merge  into  one  corporation  and  benefit  financially  from 
referrals  made  to  other  groups  in  their  corporation  cause 
patients  to  distrust  whether  the  cause  of  a  referral  is  medical 
or  financial,  and  leave  physicians  open  to  pressure  from  the 
corporation.   Consequently,  Ms.  Marcantel  felt  that  such 
arrangements  should  be  banned. 


D.   THE  MASSACHUSETTS  HOSPITAL  ASSOCIATION 

In  a  letter  to  Secretary  Johnston,  Karol  Joseph,  Director  of 
Health  Care  Quality  for  the  Massachusetts  Hospital  Association, 
stated  the  Association's  view  that  severe  physician  shortages 
are  currently  being  experienced  in  some  specialties  and 
geographic  areas  of  the  state,  and  that  immediate  measures 
should  be  taken  to  alleviate  this  problem.   However,  the  MHA 
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believes  that  fundamental  long-term  changes  are  also  needed  to 
stabilize  the  Massachusetts  health  care  system. 

In  reference  to  the  agenda  items  presented  by  the  economic 
subcommittee,  the  MHA  supported  the  Massachusetts  Medical 
Society's  initiative  for  "no  fault  medical  liability  insurance , " 
and  also  supported  the  elimination  of  the  BC/BS  "lock  out."   The 
MHA  questioned  the  inclusion  of  agenda  items  under  the  heading 
of  "'the  high  percentage  of  medical  care  going  to  hospitals  for 
inpatient  and  outpatient  care'"  in  a  report  on  physician 
supply.   The  MHA  did  support  propositions  designed  to  encourage 
hospitals  to  offer  incentives  to  physicians,  provided  that  these 
propositions  also  included  provisions  to  help  hospitals  offer 
such  incentives.   The  MHA  also  supported  efforts  to  reduce 
paperwork,  although  it  believes  that  a  single  payor  system  may 
not  be  feasible.   Finally  the  Association  endorsed  a  loan 
forgiveness  program,  and  proposed  further  offering  tax  credits 
for  physicians  who  relocate  to  shortage  areas. 

Regarding  the  agenda  items  of  the  subcommittee  on 
non-reimbursement  solutions,  the  MHA  concurred  with  the 
propositions  to  encourage  more  primary  care  training.   The  MHA 
also  supported  all  of  the  agenda  items  presented  by  the 
subcommittee  on  regulatory  issues  in  regard  to  alleviating 
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administrative  burdens  on  physicians  and  improving  relations 
with  the  medical  community.   Finally,  while  agreeing  with  the 
data  subcommittee's  call  for  improved  information  on  physician 
supply,  the  MHA  questioned  whether  such  data  surveys  might  not 
be  better  carried  out  by  the  Massachusetts  Medical  Society  or 
the  medical  schools  than  by  the  Board  of  Registration  in 
Medicine. 


E.   THE  MASSACHUSETTS  LEAGUE  OF  COMMUNITY  HEALTH  CENTERS 

In  a  letter  to  Secretary  Johnston,  Mr.  James  W.  Hunt,  Jr. , 
Executive  Director  of  the  Massachusetts  League  of  Community 
Health  Centers,  presented  the  League's  views  on  the  various 
agenda  items  before  the  Commission. 

Regarding  the  items  presented  by  the  subcommittee  on 
non-reimbursement  solutions,  the  League  voiced  its  support  for 
propositions  to: 

*  encourage  practice  development  in  medically  underserved 
areas ; 

*  aid  community  health  centers  in  attracting  and 
retaining  physicians; 
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establish  a  clearinghouse  on  physician  practice 
opportunities;  (It  was  noted  that  the  League 
periodically  collects  this  information  at  present.) 

encourage  the  training  and  establishment  of  more 
primary  care  physicians  in  the  Commonwealth,  including 
the  use  of  community  health  centers  as  collaborative 
training  sites; 

collect  information  on  the  attitudes  of  residents;  (It 
was  also  suggested  that  the  study  look  at  those 
physicians  in  practice  in  Massachusetts  after  a  2-5 
year  period.   Mr.  Hunt  noted  that  for  many  in  salaried 
practice,  e.g.,  those  practicing  in  CHC's,  HMO's,  and 
PPO's,  the  ban  on  balance  billing  would  be  a 
non-issue. ) 

clarify  the  goals  and  purpose  of  the  State  Health 
Service  Corps;  (It  was  further  suggested  that  the 
Executive  Office  of  Human  Services  propose  the  State 
Health  Service  Corps  as  a  1991  funding  priority  and 
establish  a  timetable  and  criteria  for  implementing  the 
program. ) 
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*    encourage  practice  in  medically  underserved  areas 
through  the  use  of  a  loan  forgiveness  program; 
(Judgment  was  reserved  concerning  any  program  that  does 
not  emphasize  primary  care  and  is  not  specifically 
targeted  to  the  medically  underserved  or  to  identified 
high  risk  special  populations.) 

Regarding  the  data  subcommittee  items,  the  League  urged  that  the 
Executive  Office  of  Human  Services/Office  of  Health  Policy  be 
intricately  involved  in  the  assembling  of  health  manpower 
studies.   It  was  also  noted  that  Boston  currently  has  in  place  a 
model  to  provide  referral  to  care — The  Managed  Health  Line. 
Expansion  of  the  activity  to  other  areas  should  be  considered. 

Regarding  the  agenda  items  presented  by  the  subcommittee  on 
economic  issues,  the  League  believed  that  the  Commission  should 
focus  its  efforts  on  malpractice  relief  for  physicians 
practicing  in  underserved  areas,  and  should  consider  offering 
incentive  programs,  including  salary  incentives  such  as  those 
used  in  Canada,  to  encourage  physicians  to  practice  where  need 
and  risk  are  highest.   Furthermore,  the  League  opposed  any 
proposition  that  encourages  additional  co-payments  and 
deductibles,  and  voiced  support  for  further  study  of  the 
implications  of  a  pro-rata  premium  for  part-time  physicians,  and 
generally  for  propositions  that  would  help  to  stabilize  the 
future  cost  of  malpractice  insurance. 
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F.   THE  MASSACHUSETTS  MEDICAL  SOCIETY 

Dr.  Barry  Manuel,  Vice  President  of  the  Massachusetts  Medical 
Society,  presented  the  Society's  views  concerning  the  agenda 
items  submitted  by  the  subcommittee  on  economic  issues. 

In  opening  his  letter,  Dr.  Manuel  stated  his  belief  that  finding 
solutions  to  the  medical  malpractice  liability  insurance  problem 
should  be  the  highest  priority  for  those  concerned  with  economic 
issues  affecting  the  practice  of  medicine  in  Massachusetts.   In 
Dr.  Manuel's  opinion,  the  best  solution  would  be  to  adopt  a 
"no-fault"  approach  to  malpractice  insurance.   Failing  this,  the 
effects  of  other  efforts  to  address  the  malpractice  crisis  would 
be  constrained.   Dr.  Manuel  did,  however,  agree  with  agenda 
propositions  calling  for  more  equitable  reflection  of  costs  of 
malpractice  in  third-party  pass-throughs,  more  timely  payment  of 
Medicaid  and  Workers'  Compensation  pass-throughs,  lump  sum 
pass-through  payments,  and  more  accurate  record-keeping  by  the 
Joint  Underwriting  Association.   Dr.  Manuel  opposed: 
substitution  of  a  peer  physician  review  board  for  juries  in 
malpractice  cases — as  unfair  to  claimants;  having  a  single 
carrier  for  all  physician  malpractice  insurance — as  monopolistic 
and  costly;  and  distinguishing  between  malpractice  and 
maloccurrence — as  impractical. 
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Dr.  Manuel  voiced  support  for  the  propositions  to  repeal  the 
Medicare  ban  on  balance  billing  with  its  mandatory  assignment, 
and  to  allow  balance  billing  of  patients  enrolled  in  Blue 
Cross/Blue  Shield  plans.   Failing  adoption  of  the  first  of  these 
two  items,  he  also  favored  a  proposition  to  allow  balance 
billing  of  Medicare  recipients  whose  incomes  are  above  a  certain 
level. 

Regarding  reimbursement  rates,  Dr.  Manuel  opposed  a  proposition 
to  tie  Workers'  Compensation  rates  to  Blue  Cross/Blue  Shield 
rates,  rather  than  to  Medicare  rates,  preferring  instead  to  see 
all  bans  on  balance  billing  repealed.   Dr.  Manuel  also  opposed  a 
proposition  to  adopt  a  single  payor  system  for  all 
reimbursement,  believing  that  such  a  proposition  would  lead  to 
monopolistic  control,  not  only  of  reimbursement,  but  potentially 
of  all  aspects  of  medical  practice.   However,  he  indicated 
strong  support  for  a  proposition  to  have  the  Commonwealth 
mandate  the  form  and  content  of  a  standardized  system  of  billing 
forms,  procedure  codes,  etc.   Dr.  Manuel  also  favored  requiring 
third-party  indemnity  plans  to  reimburse  physicians  regardless 
of  the  status  of  physician  enrollment  in  those  plans. 

Finally,  regarding  incentives  for  physicians  to  train  and 
practice  in  Massachusetts,  Dr.  Manuel  favored  a  proposition  to 
forgive  educational  subsidies  to  physicians  training  in 
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Massachusetts  in  return  for  service  in  designated  underserved 
areas  or  specialties. 

In  concluding  his  remarks,  Dr.  Manuel  wrote  of  the  special 
burden  he  felt  as  representative  of  the  14,000  members  of  the 
Massachusetts  Medical  Society,  and  asked  the  members  of  the 
Commission  to  make  a  special  effort  to  carefully  consider  and 
weigh  his  views. 

William  Lybrand,  Ph.D.,  Special  Assistant  to  the  Executive  Vice 
President  for  Health  Policy,  presented  the  Massachusetts  Medical 
Society's  views  in  response  to  the  agenda  items  submitted  by  the 
subcommittees  on  regulatory  issues  and  on  non-reimbursement 
solutions. 

Regarding  regulatory  issues,  Dr.  Lybrand  stated  the  Society's 
support  for  propositions  calling  on  Medicaid  to  streamline 
pre-admission  screening  procedures  and  to  develop  "user 
friendly"  language  to  communicate  with  subscribers.   The  MMS 
also  favored,  with  some  modification,  an  item  asking  the  Board 
of  Registration  in  Medicine  to  develop  an  easily  read  summary  of 
its  regulations.   Dr.  Lybrand  suggested  that  it  would  be  helpful 
if  changes  in  regulations  were  summarized  in  the  Board's 
newsletter  or  some  other  vehicle  that  would  reach  physicians. 
The  MMS  was  also  willing  to  support  a  resolution  calling  for  the 
Society's  participation  in  publicizing  improvements  in  the 
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Board's  procedures.   Dr.  Lybrand  noted  that  the  MMS  was  already 
involved  in  this  activity  through  its  newsletter  and  member 
communications,  that  there  had  already  been  discussions  between 
the  Board  and  the  MMS  over  the  past  year  concerning  improved 
communication,  and  that  the  Board  had  participated  in  several  of 
the  Society's  educational  programs.   Dr.  Lybrand  recommended 
further  that  the  Board  should  continually  review  its  procedures 
and  regulations  for  the  purpose  of  making  appropriate 
improvements,  especially  as  they  relate  to  assuring  adequate 
avenues  of  physician  interaction  and  redress.   Dr.  Lybrand 
affirmed  the  Society's  support  for  items  calling  for  increased 
sensitivity  on  the  part  of  the  Board's  staff  to  the  public 
perception  of  its  dealings  with  physicians,  and  for  continued 
efforts  by  the  Board  to  promote  an  understanding  of  its 
licensing  standards  and  review  procedures.   In  particular,  he 
recommended  that  the  Board  should  proceed  expeditiously  to 
finalize  sets  of  procedural  and  dispositional  guidelines  for  the 
conduct  of  disciplinary  actions,  with  input  from  the  physician 
community. 

Dr.  Lybrand  also  stated  that  the  Society  favored  a  proposition 
calling  for  the  development  of  financial  incentives  to  encourage 
physicians  to  affiliate  with  hospitals. 
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Regarding  the  recommendations  of  the  subcommittee  on 
non-reimbursement  solutions  to  access  and  and  marketing  issues, 
Dr.  Lybrand  endorsed  the  goal  of  achieving  improved  data 
concerning  physician  practice  patterns  and  the  recruitment  of 
primary  care  physicians,  but  questioned  whether  the  Board  of 
Registration  was  the  appropriate  body  to  collect  such  data, 
suggesting  instead  that  alternative  approaches  be  considered, 
such  as  the  creation  of  an  independent  private-public  coalition 
in  which  the  Board  would  participate.   Consequently  he  opposed 
the  items  suggesting  that  the  Board  undertake  this  goal  in  the 
form  in  which  they  were  presented.   Dr.  Lybrand  favored 
propositions  calling  for  further  investigation  of  the  extent  of 
physicians  electing  not  to  seek  hospital  privileges,  and  for 
state  encouragement  of  primary  care  group  practice  development 
in  medically  underserved  areas. 

Dr.  Lybrand  also  concurred  with  propositions  to  give  special 
attention  to  the  needs  of  community  health  centers  in  attracting 
and  retaining  physicians,  and  to  establish  a  clearinghouse  for 
dissemination  of  information  concerning  physician  vacancies  in 
the  Commonwealth,  including  those  in  state  agencies. 

Dr.  Lybrand  stated  the  Society's  general  support  for  all  of  the 
propositions  to  encourage  the  training  of  more  primary  care 
physicians.   He  noted,  however,  that  such  recommendations  would 
require  considerable  funding,  and  that  efforts  to  create  more 
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primary  care  residencies  should  not  be  allowed  to  cripple  the 
capacity  of  the  Commonwealth' s  medical  schools  to  continue  to  be 
leaders  in  medical  research  and  technology  developments.   He 
also  suggested  that  unless  some  of  the  other  problems  negatively 
affecting  physician  recruitment  in  the  state  were  addressed, 
Massachusetts  might  find  itself  merely  producing  more  primary 
care  physicians  for  export  to  other  states. 

Finally,  in  response  to  an  item  calling  on  the  MMS  to  develop  a 
public  relations  strategy  to  assist  in  attracting  and  retaining 
physicians  in  practice  in  Massachusetts,  Dr.  Lybrand  stated  that 
the  Society  would  be  more  than  willing  to  develop  and  implement 
such  a  strategy,  assuming  that  concrete,  positive  steps 
continued  to  be  taken  by  the  state  government  to  improve  the 
environment  for  medical  practice. 

At  the  Commission's  final  meeting  on  April  27th,  the  MMS 
presented  the  following  set  of  propositional  statements  for 
consideration: 

1)  There  are  serious  problems  in  patient  access  to  needed 
medical  care  services  in  communities  around  the  state. 

2)  The  full  geographic  spread  of  communities  having 
serious  access  problems  has  not  been  determined,  but  is 
not  likely  to  be  restricted  to  the  communities 
identified. 
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3)  A  shortage  of  physicians  is  the  predominant  barrier  to 
access  in  the  communities  identified,  although  not  the 
only  barrier. 

4)  The  full  extent  of  serious  physician  shortages  in 
communities  across  the  commonwealth  is  not  completely 
determined,  but  it  is  known  that  the  communities 
identified  are  not  unique. 

These  statements  were  neither  debated  nor  adopted  by  the 
Commission. 


G.   THE  AMERICAN  ASSOCIATION  OF  RETIRED  PERSONS 

Testimony  was  also  received  from  the  Massachusetts  State 
Legislative  Committee  of  the  American  Association  of  Retired 
Persons.   The  AARP  cautioned  against  a  hasty  conclusion  that 
Massachusetts  suffers  from  a  physician  shortage,  citing  a  1987 
American  Medical  Association  survey  finding  that  since  1965  the 
state  has  had  the  third  highest  ratio  of  doctors  to  patients  in 
the  country,  as  well  as  the  1988  Massachusetts  Health  Data 
Consortium's  report  that  Massachusetts  has  the  highest  ratio  of 
physicians  per  100,000  population  of  any  state. 
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The  AARP  recognized  that  there  is  "little  question  that 
physicians  are  maldistributed  around  the  state, "  again  citing 
the  MHDC  report.   However,  the  AARP  emphasized  that  this  problem 
reflected  a  national  trend  of  doctors  locating  in  urban  areas 
where  there  are  sophisticated  medical  facilities,  or  in  suburban 
areas  where  reimbursements  are  higher.   Consequently,  the  AARP 
could  not  support  the  claim  that  doctors  were  fleeing  the  state 
because  of  consumer-oriented  regulations,  e.g.,  mandatory 
assignment  of  Medicare  charges.   Indeed,  the  AARP  stated  that 
existing  legislation  has  been  largely  accepted  by  physicians,  as 
indicated  by  the  fact  that  the  state  has  always  had  one  of  the 
highest  voluntary  assignment  rates  in  the  nation.   By  1985 
nearly  90%  of  all  Medicare  claims  in  the  state  were  voluntarily 
assigned  and  only  5.8%  of  total  covered  charges  were  unassigned, 
according  to  the  AARP.   However,  the  AARP  agreed  that  some 
physician  services  to  Medicare  beneficiaries  may  be  inadequately 
reimbursed,  and  said  it  had  been  working  with  the  Physician 
Payment  Review  Commission  to  construct  a  fair  and  equitable  fee 
schedule  for  all  physician  services  covered  by  Medicare. 


H.   CAPE  COD  HOSPITAL  AND  FALMOUTH  HOSPITAL 

Finally,  a  series  of  recommendations  endorsed  by  the  Southeast 
Massachusetts  Hospital  Council  were  sent  to  the  Commission  by: 
Mr.  James  Lyons,  President  and  CEO  of  Cape  Cod  Hospital;  Dr.  J 
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Nicholas  Vandemoer,  President  of  the  Medical  Staff  at  Cape  Cod 
Hospital;  Mr.  Roy  A.  Hitchings,  Jr.,  President  and  CEO  of 
Falmouth  Hospital;  and  Dr.  Kenneth  A.  Heisler,  President  of  the 
Medical  Staff  at  Falmouth  Hospital. 

These  representatives  of  the  Cape  hospitals  called  for  a 
two-phase  approach  to  solving  the  difficulties  of  medically 
underserved  areas  of  the  Commonwealth.   In  the  short  term,  the 
state  might  designate  certain  geographic  areas  as  "Areas  of 
Severe  Physician  Shortage"  based  upon  criteria  such  as: 

1)  overall  physician/population  ratios  25%  below  the  state 
average; 

2)  shortages  in  specific  physician  specialties,  i.e.,  25% 
below  the  state  average; 

3)  percentage  of  elderly  in  the  population  or  percentage 
of  those  below  the  poverty  level  at  25%  greater  than 
the  state  average; 

4)  demonstrable  problems  with  adequate  coverage  with 
hospital  emergency  rooms. 

Areas  thus  designated  as  suffering  physician  shortages  would 
then  be  the  object  of  incentive  programs  that  might  include: 
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1)  loan  forgiveness  programs  for  graduates  or 
Massachusetts  medical  schools  and  tax  credits  for 
physicians  not  graduating  from  Massachusetts  medical 
schools; 

2)  additional  revenue  through  adjusted  Rate  Setting 
Commission  formulas  for  hospitals  to  pass  through  to 
physicians  providing  "full  service,"  i.e.,  inpatient, 
outpatient,  and  emergency  room  backup  services,  to  help 
cover  medical  liability  insurance  costs;  (Reimbursement 
of  reasonable  recruitment  costs  for  hospitals  in 
designated  shortage  areas  might  also  be  considered.) 

3)  revised  Blue  Cross/Blue  Shield  reimbursement  rates  for 
physicians  practicing  in  designated  shortage  areas  to 
make  them  equitable  with  rates  in  non-shortage  areas; 

The  Cape  hospitals  also  endorsed  the  following  long-term 
propositions: 

1)    the  Massachusetts  Medical  Society's  initiative  for 
"no-fault  medical  liability  insurance"; 
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2)  improvements  in  the  procedures  of  the  Board  of 
Registration  in  Medicine  to  speed  up  licensure 
applications,  decrease  unnecessary  paperwork,  and 
increase  the  measure  of  due  process  in  disciplinary 
procedures; 

3)  a  means  test  on  balance  billing,  similar  to  that 
implemented  in  Vermont; 

4)  development  of  more  primary  care  residency  training 
programs ; 

5)  study  of  the  differences  between  urban  and  rural 
physician  reimbursement  rates  to  see  if  they  contribute 
to  maldistribution  of  physicians,  especially  in  regard 
to  rural  areas  such  as  Cape  Cod. 
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VII.  RECOMMENDATIONS 

The  full  Commission  met  on  Thursday,  April  27th  to  discuss  and 
vote  on  the  agenda  items  delivered  by  the  subcommittees.   In  all 
some  53  different  proposals  were  considered  in  the  course  of  the 
day.   While  debate  was  often  spirited,  the  Commission's  members 
also  recognized  the  need  to  compromise  in  such  a  complex  and 
controversial  area. 

The  subcommittees'  agenda  items  were  presented  at  the  meeting  in 
two  parts:  1)  a  "unanimous  consent"  docket,  consisting  of 
propositions  that  had  met  with  no  opposition  in  the 
subcommittees,  and  2)  a  slate  of  "propositions  for  debate  and 
determination."   In  the  course  of  the  meeting  some  of  the  27 
"unanimous  consent"  propositions  were  rewritten  and  recombined 
to  produce  a  final  total  of  24  recommendations  that  were 
unanimously  endorsed  by  the  members  of  the  Commission.   The  26 
"propositions  for  debate  and  determination"  consisted  of  more 
controversial  ideas  to  which  objections  had  been  made.   Some  of 
these  propositions  were  ultimately  endorsed  by  a  unanimous  vote, 
and  some  were  adopted  by  a  majority  vote,  while  others  were 
defeated,  not  moved,  not  seconded,  or  tabled.   All  propositions 
that  were  endorsed  unanimously  or  by  a  majority  vote  are 
formally  presented  here  as  recommendations  of  the  Commission. 
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For  the  sake  of  clarity  and  convenience,  these  recommendations 
are  listed  here  according  to  the  issues  that  they  address.   A 
list  of  the  recommendations  in  their  original  order  of 
consideration  at  the  meeting  of  April  27th  appears  in  Appendix 

I.  A  second  listing  of  these  recommendations,  classifying  them 
according  to  whether  they  call  for  initiatives  by  the 
Legislature,  by  state  administrative  offices,  by  the  federal 
government,  or  by  private  institutions,  can  be  found  in  Appendix 

II.  (The  letters  »UM  and  MD"  in  these  listings  refer  to  the 
recommendations'  original  place  either  on  the  unanimous  consent 
docket  or  on  the  slate  of  propositions  for  debate  and 
determination. ) 


A.   ENCOURAGING  PRIMARY  CARE  PRACTICE 


U10.   Current  reimbursement  schedules  should  be  adjusted  to 
encourage  physicians  to  enter  primary  care  practices  and,  further, 
to  recognize  the  importance  of  the  cognitive  services  component  of 
primary  care. 


U20.   The  Rate  Setting  Commission,  the  Board  of  Registration  in 
Medicine,  Medicaid,  the  Department  of  Medical  Security,  and  other 
appropriate  agencies  should  be  engaged  by  the  Executive  Office  of 
Human  Services  (EOHS)  to  consider  financial  incentives  or  other 
initiatives  which  can  assist  medical  education  institutions  to 
train  more  primary  care  physicians. 


U21.   Medical  schools  should  be  encouraged  to  develop  or  expand 
curricular  interventions  which  will  encourage  medical  students  to 
select  primary  care  residencies.   The  experience  of  the  AHEC 
Program  should  be  utilized  by  the  schools  in  this  effort.   Other 
curricular  efforts  to  utilize  community-based 
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institutions,  such  as  community  health  centers  and  nursing  homes, 
in  the  training  of  residents  should  be  encouraged. 


D25.   State  government  incentives  should  encourage  medical  schools 
and  teaching  hospitals  to  emphasize  primary  care  training  in  their 
curricula.   Further  encouragement  should  be  given  to  shape 
residency  programs  to  produce  more  general  internists,  community 
pediatricians  and  obstetricians/gynecologists. 


D26.   The  Legislature  should  provide  funding  to  establish  at  least 
two  additional  family  practice  residency  programs  in  the 
Commonwealth,  training  at  a  minimum  twelve  residents  in  each 
program.   These  residencies  should  utilize  community  hospitals  as  a 
major  part  of  the  education  program. 


B.   ENCOURAGING  PHYSICIANS  TO  PRACTICE  IN  MEDICALLY 
UNDERSERVED  AREAS 


U22.   State  government  should  clarify  the  goals  of,  and  the  support 
for,  the  State  Health  Service  Corps.   In  this  clarification, 
specific  attention  should  be  given  to  the  legislative  authority, 
historically  and  for  the  future;  the  criteria  for  a  Massachusetts 
definition  of  a  medically  underserved  area  or  population;  the 
functions  and  elements  needed  for  a  successful  program  and  the 
responsibilities  of  the  designated  participants,  i.e.,  Executive 
Office  of  Human  Services,  the  Massachusetts  Statewide  AHEC  Program, 
the  New  England  Board  of  Higher  Education,  the  Massachusetts 
Department  of  Public  Health,  and  participating  medical  schools. 


U23.   Massachusetts  should  adopt  a  medical  education  Loan 
Forgiveness  Program  tied  to  direct  practice  in  medically 
underserved  areas  in  the  Commonwealth,  e.g.,  if  you  agree  to 
practice  in  community  "X,"  the  Commonwealth  will  reduce  your 
student  loans  by  "$Y." 
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D21.   Boston  teaching  hospitals  should  be  encouraged  to  provide 
housing  subsidies  to  medical  residents  to  encourage  residencies  in 
Boston  by  combatting  the  financial  disincentives  of  high  housing 
costs ^ in  Boston  provided  that  these  individuals  agree  to  practice 
medicine  in  medically  underserved  areas  in  Massachusetts. 


D23.   The  Massachusetts  Secretaries  of  Human  Services  and  of 
Economic  Affairs  should  establish  incentives  for  the  development  of 
primary  care  group  practices  and/or  multi-specialty  group  practices 
in  medically  underserved  areas. 


See  also  recommendation  Ull  in  Section  E  below. 


C.   MALPRACTICE  INSURANCE 


U7 .   Medicaid  and  Workers'  Compensation  pass-throughs  for 
malpractice  insurance  costs  should  be  paid  in  a  timely  fashion. 

U8 .   The  Legislature  and  the  appropriate  state  agencies  should 
adopt  such  statutes  and/or  regulations  as  will  substantially 
eliminate  the  uncertainty  and  unpredictability  in  estimating  future 
costs  for  malpractice  insurance,  particularly  in  the  area  of 
recoupment. 


D10.  Third-party  payors'  malpractice  rate  pass-throughs  should 
more  efficiently  and  equitably  reflect  the  costs  of  malpractice 
insurance. 


D14 .   Malpractice  insurance  carriers  should  make  available  a 
reduced  rate  for  physicians  who  practice  only  part-time. 


D15.   Some  substantial  percentage  of  malpractice  premiums  should  be 
passed  through  to  hospitals  where  the  physicians  practice  so  that 
hospitals  are  encouraged  to  take  a  more  active  role  in  managing 
malpractice  costs. 
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See  also  recommendation  U13  in  Section  D  below. 


D .   DATA  COLLECTION  AND  INFORMATION  REFERRAL 


Ul.   The  Board  of  Registration  in  Medicine  should  be  adequately 
funded  and  directed  to  report  annually  on  the  status  of  physician 
supply  issues.   Public  and  private  parties  with  an  interest  in  this 
subject  should  be  invited  to  participate  in  these  studies.   These 
parties  might  advise  the  Board  on  a  consensus  model  for  the  annual 
report  that  examines  at  least  the  following  factors: 

physician  distribution  according  to  consensus  definitions  of 
speciality  classification,  practice  setting  and  regional 
service  areas; 


direct  patient  care  time  provided  by  full-time  physicians  in  a 
region  that  also  accounts  for  care  delivered  by  part  time 
practitioners,  alternative  providers  and  medical  residents; 

regional  variations  in  physician-patient  ratios  and  comparisons 
with  supply  ratios  in  other  states  and  optimal  supply  for  a 
region; 

the  extent  to  which  all  practice  structures  in  Massachusetts, 
including  hospitals  and  managed  care  systems,  are  offering 
privileges  to  or  seeking  all  types  of  appropriately  prepared 
primary  care  physicians,  particularly  family  physicians. 


U2 .   A  comprehensive  census  of  the  Massachusetts  physician 
community  should  be  undertaken.   The  census  instrument  should  be 
developed  cooperatively  by  interested  public  and  private  parties 
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U3.   The  Legislature  should  appropriate  funds  for  the  development 
of  supply  and  demand  surveys  focusing  on  Cape  Cod  and  other 
well-defined  service  areas. 


U4.   The  Departments  of  Public  Health  and  Medical  Security  should 
be  adequately  funded  to  establish  referral  hotlines  which  are 
capable  of  directing  patients  to  all  available  physicians  and  which 
serve  as  an  early  warning  system  for  physician  access  problems. 


U5.   There  should  be  further  investigation  of  the  extent  of 
reported  instances  of  physicians  establishing  ambulatory  care 
practices  and  electing  not  to  seek  hospital  privileges. 


U6.   The  Area  Health  Education  Centers,  the  Massachusetts  Medical 
Society,  the  Council  of  Deans  of  Massachusetts  Medical  Schools,  and 
the  Massachusetts  Health  Data  Consortium  should  assemble  data 
regarding  the  aggregate  profile  of  undergraduate  medical  students 
and  physicians  in  graduate  training  in  Massachusetts.   An  opinion 
survey  analyzing  the  issues  that  draw  residents  to  train  in 
Massachusetts  and  those  that  will  motivate  them  to  stay  and 
practice  in  Massachusetts  should  also  be  conducted. 


U13.   The  JUA  should  alter  its  record-keeping  system  to  provide 
more  accurate  data  regarding  the  malpractice  experience  of,  and 
relevant  demographic  information  concerning,  individual  physicians 
practicing  in  Massachusetts. 


See  also  recommendation  D24  in  Section  H  below. 
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E.   REIMBURSEMENT  RATES  AND  PROCEDURES 


U9.   The  Commonwealth  should  mandate  the  form  and  content  of 
standardized  paperwork  with  the  goal  of  devising  a  system  which 
permits  the  use  of  a  single  system  of  billing  forms  and  procedure 
codes  for  all  payors.   In  addition,  the  state  should  explore  the 
possibility  of  standardizing  review  documents,  utilization  review 
protocols,  etc.,  for  all  payors. 


Ull.   The  Medicare  differential  between  reimbursement  rates  for 
care  delivered  in  rural  and  urban  settings  should  be  eliminated 


U14.   Medicaid  pre-admission  screening  procedures  should  be 
examined  to  streamline  and  focus  the  review. 


U15.   Medicaid  should  develop  "user-friendly"  language  to  be  used 
in  its  communications  with  subscribers. 


D22.   Reimbursement  rates  for  Workers*  Compensation  cases  should  be 
determined  by  the  Industrial  Accident  Board  (or  other  appropriate 
state  agency)  rather  than  by  the  Rate  Setting  Commission.   Current 
reimbursement  rates  in  this  category  should  be  increased  to  improve 
worker  access  to  physicians  but  appropriate  utility  controls  should 
be  implemented  to  limit  cost  increases. 


See  also  recommendation  U10  in  Section  A  above  and  recommendation 
D20  in  Section  I  below. 
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F.   REGULATION  BY  THE  BOARD  OF  REGISTRATION  IN  MEDICINE 


U16.   The  Board  of  Registration  in  Medicine  should  develop  a 
comprehensible  summary  of  its  regulations. 


U17.   The  Massachusetts  Medical  Society  and  the  Board  of 
Registration  in  Medicine  should  work  together  to  publicize  recent 
improvements  in  the  Board's  procedures. 


U18.   In  addition  to  the  statutory  mandates  outlining  the  duties  o: 
the  Board  of  Registration  in  Medicine,  the  Commission  recognizes 
that  the  primary  purpose  of  the  Board  is  to  assist  in  guaranteeing 
the  delivery  of  quality  health  care.   Toward  that  end,  the  Board 
and  its  Joint  Education  Committee  should  make  every  effort  to 
assist  physicians  and  physicians-in-training  in  achieving  their 
maximum  potential  as  physicians  and  should  continually  solicit 
physicians'  attitudes  and  input  so  that  the  provision  of  quality 
health  care  in  Massachusetts  reflects  a  cooperative  relationship 
between  physicians  and  the  Board. 


U19.   The  Board  of  Registration  in  Medicine  and  its  Joint  Education 
Committee  should  continue  and  strengthen  its  efforts  to  promote  an 
understanding  of  its  standards  for  licensing  physicians  and  its 
procedures  for  physician  review. 


See  also  recommendation  Ul  in  Section  D  above. 
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G.   THE  BAN  ON  BALANCE  BILLING 


D3 .   The  Legislature  should  support  a  pilot  project  permitting 
physicians  to  balance  bill  their  patients  up  to  a  percentage  cap  of 
the  reimbursement  such  physicians  receive  from  insurers.   Such  a 
pilot  project  should  be  limited  to  a  particular  region  of  the 
state;  it  also  should  be  limited  in  duration  and  governed  by 
specific  "sunset"  provisions.   [In  this  recommendation  the 
Commission  sought  to  accommodate  the  Berkshire  Consumer  Coalition 
and  its  effort  to  negotiate  a  flexible  billing  system  for  Blue 
Cross  and  Blue  Shield  subscribers  belonging  to  group  plans  of 
specific  Berkshire  County  employers.   See  further  description  above 
in  Chapter  II,  Section  G.] 


H.   ATTRACTING  AND  RETAINING  PHYSICIANS 

U12 .   Future  agendas  of  public  policy  makers  regarding  physician 
supply  in  Massachusetts  need  to  address  the  reimbursement  and 
budgetary  problems  faced  by  community  health  centers  in  the 
recruitment  and  retention  of  staff  physicians.   Specific 
considerations  should  include  the  ability  to  offer  competitive 
market  salaries  for  physicians;  the  adequacy  of  reimbursement 
formulae  in  allowing  health  centers  to  recoup  inflationary 
increases  in  physician  salaries  and  benefits;  and  the  consideration 
of  other  incentives,  financial  or  otherwise,  to  assist  community 
health  centers  in  their  recruitment  and  retention  efforts. 


U24.   A  public  relations  strategy  should  be  developed  to  assist  in 
attracting  and  retaining  physicians  in  practice  in  Massachusetts. 
The  Massachusetts  Medical  Society  should  participate  in 
publicizing  improvements  in  the  Massachusetts  climate  for 
practicing  medicine. 


D24.   The  Department  of  Public  Health  (DPH)  should  be  appropriately 
funded  to  establish  a  clearinghouse  mechanism  whereby  the  agencies 
involved  in  listing  and  publicizing  physician  vacancies  throughout 
the  state  can  collaborate  in  these  efforts.   Appropriate  emphasis 
should  be  placed  on  the  need  for  physician  personnel  within  state 
agencies,  e.g.,  Departments  of  Public  Health,  Mental  Health,  Mental 
Retardation,  Corrections,  etc. 

See  also  recommendation  D23  in  Section  B  above. 
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I.   REGARDING  HOSPITALS 


D16.   The  Commonwealth  should  act  aggressively  to  eliminate  excess 
acute  care  hospital  beds  and  hospital  beds  eliminated  by  this 
process  should  be  permitted  to  be  converted  to  non-acute  uses. 


D20.   Third-party  reimbursement  incentives  should  encourage 
physicians  to  affiliate  with  hospitals. 


See  also  recommendation  D15  in  Section  C  and  recommendation  D21  in 
Section  B  above. 
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APPENDIX  I 

RECOMMENDATIONS  WHICH  WERE  ADOPTED 

IN  ORDER  OF  THEIR  CONSIDERATION 


UNANIMOUS  CONSENT  DOCKET 


Ul.   The  Board  of  Registration  in  Medicine  should  be 
adequately  funded  and  directed  to  report  annually  on  the 
status  of  physician  supply  issues.   Public  and  private 
parties  with  an  interest  in  this  subject  should  be  invited 
to  participate  in  these  studies.   These  parties  might  advise 
the  Board  on  a  consensus  model  for  the  annual  report  that 
examines  at  least  the  following  factors: 

physician  distribution  according  to  consensus 
definitions  of  speciality  classification,  practice 
setting  and  regional  service  areas; 

direct  patient  care  time  provided  by  full-time 
physicians  in  a  region  that  also  accounts  for  care 
delivered  by  part  time  practitioners,  alternative 
providers  and  medical  residents; 


regional  variations  in  physician-patient  ratios  and 
comparisons  with  supply  ratios  in  other  states  and 
optimal  supply  for  a  region; 


the  extent  to  which  all  practice  structures  in 
Massachusetts,  including  hospitals  and  managed  care 
systems,  are  offering  privileges  to  or  seeking  all 
types  of  appropriately  prepared  primary  care 
physicians,  particularly  family  physicians. 


U2 .   A  comprehensive  census  of  the  Massachusetts  physician 
community  should  be  undertaken.   The  census  instrument 
should  be  developed  cooperatively  by  interested  public  and 
private  parties. 
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U3.   The  Legislature  should  appropriate  funds  for  the 
development  of  supply  and  demand  surveys  focusing  on  Cape 
Cod  and  other  well-defined  service  areas. 


U4.   The  Departments  of  Public  Health  and  Medical  Security 
should  be  adequately  funded  to  establish  referral  hotlines 
which  are  capable  of  directing  patients  to  all  available 
physicians  and  which  serve  as  an  early  warning  system  for 
physician  access  problems. 


U5.   There  should  be  further  investigation  of  the  extent  of 
reported  instances  of  physicians  establishing  ambulatory 
care  practices  and  electing  not  to  seek  hospital  privileges 


U6.   The  Area  Health  Education  Centers,  the  Massachusetts 
Medical  Society,  the  Council  of  Deans  of  Massachusetts 
Medical  Schools,  and  the  Massachusetts  Health  Data 
Consortium  should  assemble  data  regarding  the  aggregate 
profile  of  undergraduate  medical  students  and  physicians  in 
graduate  training  in  Massachusetts.   An  opinion  survey 
analyzing  the  issues  that  draw  residents  to  train  in 
Massachusetts  and  those  that  will  motivate  them  to  stay  and 
practice  in  Massachusetts  should  also  be  conducted. 


U7.   Medicaid  and  Workers'  Compensation  pass-throughs  for 
malpractice  insurance  costs  should  be  paid  in  a  timely 
fashion. 


U8 .   The  Legislature  and  the  appropriate  state  agencies 
should  adopt  such  statutes  and/or  regulations  as  will 
substantially  eliminate  the  uncertainty  and  unpredictability 
in  estimating  future  costs  for  malpractice  insurance, 
particularly  in  the  area  of  recoupment. 


U9.   The  Commonwealth  should  mandate  the  form  and  content  of 
standardized  paperwork  with  the  goal  of  devising  a  system 
which  permits  the  use  of  a  single  system  of  billing  forms 
and  procedure  codes  for  all  payors.   In  addition,  the  state 
should  explore  the  possibility  of  standardizing  review 
documents,  utilization  review  protocols,  etc.,  for  all 
payors. 
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U10.   Current  reimbursement  schedules  should  be  adjusted  to 
encourage  physicians  to  enter  primary  care  practices  and, 
further,  to  recognize  the  importance  of  the  cognitive  services 
component  of  primary  care. 


Ull.   The  Medicare  differential  between  reimbursement  rates  for 
care  delivered  in  rural  and  urban  settings  should  be 
eliminated. 


U12.   Future  agendas  of  public  policy  makers  regarding 
physician  supply  in  Massachusetts  need  to  address  the 
reimbursement  and  budgetary  problems  faced  by  community  health 
centers  in  the  recruitment  and  retention  of  staff  physicians. 
Specific  considerations  should  include  the  ability  to  offer 
competitive  market  salaries  for  physicians;  the  adequacy  of 
reimbursement  formulae  in  allowing  health  centers  to  recoup 
inflationary  increases  in  physician  salaries  and  benefits;  and 
the  consideration  of  other  incentives,  financial  or  otherwise, 
to  assist  community  health  centers  in  their  recruitment  and 
retention  efforts. 


U13.   The  JUA  should  alter  its  record-keeping  system  to  provide 
more  accurate  data  regarding  the  malpractice  experience  of,  and 
relevant  demographic  information  concerning,  individual 
physicians  practicing  in  Massachusetts. 


U14.   Medicaid  pre-admission  screening  procedures  should  be 
examined  to  streamline  and  focus  the  review. 


U15.   Medicaid  should  develop  "user-friendly"  language  to  be 
used  in  its  communications  with  subscribers. 


U16.   The  Board  of  Registration  in  Medicine  should  develop  a 
comprehensible  summary  of  its  regulations. 


U17.   The  Massachusetts  Medical  Society  and  the  Board  of 
Registration  in  Medicine  should  work  together  to  publicize 
recent  improvements  in  the  Board's  procedures. 
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U18.   In  addition  to  the  statutory  mandates  outlining  the 
duties  of  the  Board  of  Registration  in  Medicine,  the  Commission 
recognizes  that  the  primary  purpose  of  the  Board  is  to  assist 
in  guaranteeing  the  delivery  of  quality  health  care.   Toward 
that  end,  the  Board  and  its  Joint  Education  Committee  should 
make  every  effort  to  assist  physicians  and 

physicians-in-training  in  achieving  their  maximum  potential  as 
physicians  and  should  continually  solicit  physicians'  attitudes 
and  input  so  that  the  provision  of  quality  health  care  in 
Massachusetts  reflects  a  cooperative  relationship  between 
physicians  and  the  Board. 


U19.   The  Board  of  Registration  in  Medicine  and  its  Joint 
Education  Committee  should  continue  and  strengthen  its  efforts 
to  promote  an  understanding  of  its  standards  for  licensing 
physicians  and  its  procedures  for  physician  review. 


U20.   The  Rate  Setting  Commission,  the  Board  of  Registration  in 
Medicine,  Medicaid,  the  Department  of  Medical  Security,  and 
other  appropriate  agencies  should  be  engaged  by  the  Executive 
Office  of  Human  Services  (EOHS)  to  consider  financial 
incentives  or  other  initiatives  which  can  assist  medical 
education  institutions  to  train  more  primary  care  physicians. 


U21.   Medical  schools  should  be  encouraged  to  develop  or  expand 
curricular  interventions  which  will  encourage  medical  students 
to  select  primary  care  residencies.   The  experience  of  the  AHEC 
Program  should  be  utilized  by  the  schools  in  this  effort. 
Other  curricular  efforts  to  utilize  community-based 
institutions,  such  as  community  health  centers  and  nursing 
homes,  in  the  training  of  residents  should  be  encouraged. 


U22.   State  government  should  clarify  the  goals  of,  and  the 
support  for,  the  State  Health  Service  Corps.   In  this 
clarification,  specific  attention  should  be  given  to  the 
legislative  authority,  historically  and  for  the  future;  the 
criteria  for  a  Massachusetts  definition  of  a  medically 
underserved  area  or  population;  the  functions  and  elements 
needed  for  a  successful  program  and  the  responsibilities  of  the 
designated  participants,  i.e.,  Executive  Office  of  Human 
Services,  the  Massachusetts  Statewide  AHEC  Program,  the  New 
England  Board  of  Higher  Education,  the  Massachusetts  Department 
of  Public  Health,  and  participating  medical  schools. 


120 


U23 .   Massachusetts  should  adopt  a  medical  education  Loan 
Forgiveness  Program  tied  to  direct  practice  in  medically 
underserved  areas  in  the  Commonwealth,  e.g.,  if  you  agree  to 
practice  in  community  "X,"  the  Commonwealth  will  reduce  your 
student  loans  by  "$Y." 


U24.   A  public  relations  strategy  should  be  developed  to  assist 
in  attracting  and  retaining  physicians  in  practice  in 
Massachusetts.   The  Massachusetts  Medical  Society  should 
participate  in  publicizing  improvements  in  the  Massachusetts 
climate  for  practicing  medicine. 


PROPOSITIONS  DEBATED  AND  ADOPTED  BY  THE  COMMISSION 

[N.B.   Proposition  Dl  resulted  in  a  tie  vote.   Propositions  D2 ,  D4 
D5,  D6,  D7,  D8,  D9 ,  Dll,  D12 ,  D13,   D17 ,  D18,  and  D19  were  not 
moved,  not  seconded,  tabled,  or  defeated.   A  record  of  these 
proceedings  is  available  in  the  Commission's  files.] 


D3 .   The  Legislature  should  support  a  pilot  project  permitting 
physicians  to  balance  bill  their  patients  up  to  a  percentage 
cap  of  the  reimbursement  such  physicians  receive  from 
insurers.   Such  a  pilot  project  should  be  limited  to  a 
particular  region  of  the  state;  it  also  should  be  limited  in 
duration  and  governed  by  specific  "sunset"  provisions. 

Yes — 13   No— 8   Abs--2  . 


D10.  Third-party  payors'  malpractice  rate  pass-throughs  should 
more  efficiently  and  equitably  reflect  the  costs  of  malpractice 
insurance. 

Yes — 13   No — 0   Abs — 0. 

D14.   Malpractice  insurance  carriers  should  make  available  a 
reduced  rate  for  physicians  who  practice  only  part-time. 

Yes  — 17   No — 1   Abs  —  2. 
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D15.   Some  substantial  percentage  of  malpractice  premiums 
should  be  passed  through  to  hospitals  where  the  physicians 
practice  so  that  hospitals  are  encouraged  to  take  a  more  active 
role  in  managing  malpractice  costs. 


Yes  — 18   No— 1   Abs  — 0. 


D16.   The  Commonwealth  should  act  aggressively  to  eliminate 
excess  acute  care  hospital  beds  and  hospital  beds  eliminated  by 
this  process  should  be  permitted  to  be  converted  to  non-acute 
uses. 

Yes  — 18   No — 0   Abs  —  0. 


D20.   Third-party  reimbursement  incentives  should  encourage 
physicians  to  affiliate  with  hospitals. 

Yes — 16   No — 1   Abs  — 1. 


D21.   Boston  teaching  hospitals  should  be  encouraged  to  provide 
housing  subsidies  to  medical  residents  to  encourage  residencies 
in  Boston  by  combatting  the  financial  disincentives  of  high 
housing  costs  in  Boston  provided  that  these  individuals  agree 
to  practice  medicine  in  medically  underserved  areas  in 
Massachusetts . 

Yes— 15   No— 0  Abs— 2. 


D22.   Reimbursement  rates  for  workers'  compensation  cases 
should  be  determined  by  the  Industrial  Accident  Board  (or  other 
appropriate  state  agency)  rather  than  by  the  Rate  Setting 
Commission.   Current  reimbursement  rates  in  this  category 
should  be  increased  to  improve  worker  access  to  physicians  but 
appropriate  utility  controls  should  be  implemented  to  limit 
cost  increases. 

Yes — 18   No — 0  Abs— 0. 


D23.   The  Massachusetts  Secretaries  of  Human  Services  and  of 
Economic  Affairs  should  establish  incentives  for  the 
development  of  primary  care  group  practices  and/or 
multi-specialty  group  practices  in  medically  underserved  areas 

Yes — 15   No — 0   Abs — 2. 
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D24.   The  Department  of  Public  Health  (DPH)  should  be 
appropriately  funded  to  establish  a  clearinghouse  mechanism 
whereby  the  agencies  involved  in  listing  and  publicizing 
physician  vacancies  throughout  the  state  can  collaborate  in 
these  efforts.   Appropriate  emphasis  should  be  placed  on  the 
need  for  physician  personnel  within  state  agencies,  e.g., 
Departments  of  Public  Health,  Mental  Health,  Mental 
Retardation,  Corrections,  etc. 

Yes — 17   No  — 0   Abs  —  0. 


D25.   State  government  incentives  should  encourage  medical 
schools  and  teaching  hospitals  to  emphasize  primary  care 
training  in  their  curricula.   Further  encouragement  should  be 
given  to  shape  residency  programs  to  produce  more  general 
internists,  community  pediatricians  and 
obstetricians/gynecologists . 

Yes — 16   No — 0   Abs — 0. 


D2  6.   The  Legislature  should  provide  funding  to  establish  at 
least  two  additional  family  practice  residency  programs  in  the 
Commonwealth,  training  at  a  minimum  twelve  residents  in  each 
program.   These  residencies  should  utilize  community  hospitals 
as  a  major  part  of  the  education  program. 

Yes  — 16   No — 0   Abs— 0. 
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APPENDIX  II 
RECOMMENDATIONS  CLASSIFIED  BY  INITIATIVE 


The  following  classifications  are  supplied  by  the  staff  strictly 
for  the  convenience  of  the  reader,  and  should  not  be  construed 
as  limiting  in  any  way  the  interpretation  and  implementation  of 
the  Commission's  recommendations.   (N.B.   In  many  cases,  the 
same  recommendation  may  appear  under  several  headings.) 


A.   RECOMMENDATIONS  CALLING  FOR  INITIATIVES  BY  THE  MASSACHUSETTS 
LEGISLATURE 


Ul.   The  Board  of  Registration  in  Medicine  should  be 
adequately  funded  and  directed  to  report  annually  on  the 
status  of  physician  supply  issues.   Public  and  private 
parties  with  an  interest  in  this  subject  should  be  invited 
to  participate  in  these  studies.   These  parties  might  advise 
the  Board  on  a  consensus  model  for  the  annual  report  that 
examines  at  least  the  following  factors: 


physician  distribution  according  to  consensus 
definitions  of  speciality  classification,  practice 
setting  and  regional  service  areas; 


direct  patient  care  time  provided  by  full-time 
physicians  in  a  region  that  also  accounts  for  care 
delivered  by  part  time  practitioners,  alternative 
providers  and  medical  residents; 


regional  variations  in  physician-patient  ratios  and 
comparisons  with  supply  ratios  in  other  states  and 
optimal  supply  for  a  region; 


the  extent  to  which  all  practice  structures  in 
Massachusetts,  including  hospitals  and  managed  care 
systems,  are  offering  privileges  to  or  seeking  all 
types  of  appropriately  prepared  primary  care 
physicians,  particularly  family  physicians. 
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U3 .   The  Legislature  should  appropriate  funds  for  the 
development  of  supply  and  demand  surveys  focusing  on  Cape  Cod 
and  other  well-defined  service  areas. 


U4.   The  Departments  of  Public  Health  and  Medical  Security 
should  be  adequately  funded  to  establish  referral  hotlines 
which  are  capable  of  directing  patients  to  all  available 
physicians  and  which  serve  as  an  early  warning  system  for 
physician  access  problems. 


U8 .   The  Legislature  and  the  appropriate  state  agencies  should 
adopt  such  statutes  and/or  regulations  as  will  substantially 
eliminate  the  uncertainty  and  unpredictability  in  estimating 
future  costs  for  malpractice  insurance,  particularly  in  the 
area  of  recoupment. 


U12.   Future  agendas  of  public  policy  makers  regarding 
physician  supply  in  Massachusetts  need  to  address  the 
reimbursement  and  budgetary  problems  faced  by  community  health 
centers  in  the  recruitment  and  retention  of  staff  physicians. 
Specific  considerations  should  include  the  ability  to  offer 
competitive  market  salaries  for  physicians;  the  adequacy  of 
reimbursement  formulae  in  allowing  health  centers  to  recoup 
inflationary  increases  in  physician  salaries  and  benefits;  and 
the  consideration  of  other  incentives,  financial  or  otherwise, 
to  assist  community  health  centers  in  their  recruitment  and 
retention  efforts. 


U22.  State  government  should  c 
support  for,  the  State  Health  S 
clarification,  specific  attenti 
legislative  authority,  historic 
criteria  for  a  Massachusetts  de 
underserved  area  or  population; 
needed  for  a  successful  program 
designated  participants,  i.e., 
Services,  the  Massachusetts  Sta 
England  Board  of  Higher  Educati 
of  Public  Health,  and  participa 


larify  the  goals  of,  and  the 
ervice  Corps.   In  this 
on  should  be  given  to  the 
ally  and  for  the  future;  the 
finition  of  a  medically 
the  functions  and  elements 
and  the  responsibilities  of  the 
Executive  Office  of  Human 
tewide  AHEC  Program,  the  New 
on,  the  Massachusetts  Department 
ting  medical  schools. 
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U23 .   Massachusetts  should  adopt  a  medical  education  Loan 
Forgiveness  Program  tied  to  direct  practice  in  medically 
underserved  areas  in  the  Commonwealth,  e.g.,  if  you  agree  to 
practice  in  community  "X,"  the  Commonwealth  will  reduce  your 
student  loans  by  "$Y." 


D3 .   The  Legislature  should  support  a  pilot  project  permitting 
physicians  to  balance  bill  their  patients  up  to  a  percentage 
cap  of  the  reimbursement  such  physicians  receive  from 
insurers.   Such  a  pilot  project  should  be  limited  to  a 
particular  region  of  the  state;  it  also  should  be  limited  in 
duration  and  governed  by  specific  "sunset"  provisions. 


D24.   The  Department  of  Public  Health  (DPH)  should  be 
appropriately  funded  to  establish  a  clearinghouse  mechanism 
whereby  the  agencies  involved  in  listing  and  publicizing 
physician  vacancies  throughout  the  state  can  collaborate  in 
these  efforts.   Appropriate  emphasis  should  be  placed  on  the 
need  for  physician  personnel  within  state  agencies,  e.g., 
Departments  of  Public  Health,  Mental  Health,  Mental 
Retardation,  Corrections,  etc. 


D25.   State  government  incentives  should  encourage  medical 
schools  and  teaching  hospitals  to  emphasize  primary  care 
training  in  their  curricula.   Further  encouragement  should  be 
given  to  shape  residency  programs  to  produce  more  general 
internists,  community  pediatricians  and 
obstetricians/gynecologists . 


D26.   The  Legislature  should  provide  funding  to  establish  at 
least  two  additional  family  practice  residency  programs  in  the 
Commonwealth,  training  at  a  minimum  twelve  residents  in  each 
program.   These  residencies  should  utilize  community  hospitals 
as  a  major  part  of  the  education  program. 
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B.   RECOMMENDATIONS  CALLING  FOR  INITIATIVES  BY  STATE  ADMINISTRATIVE 
OFFICES 


Ul.   The  Board  of  Registration  in  Medicine  should  be  adequately 
funded  and  directed  to  report  annually  on  the  status  of 
physician  supply  issues.   Public  and  private  parties  with  an 
interest  in  this  subject  should  be  invited  to  participate  in 
these  studies.   These  parties  might  advise  the  Board  on  a 
consensus  model  for  the  annual  report  that  examines  at  least 
the  following  factors: 

physician  distribution  according  to  consensus  definitions 
of  speciality  classification,  practice  setting  and 
regional  service  areas; 

direct  patient  care  time  provided  by  full-time  physicians 
in  a  region  that  also  accounts  for  care  delivered  by  part 
time  practitioners,  alternative  providers  and  medical 
residents; 


regional  variations  in  physician-patient  ratios  and 
comparisons  with  supply  ratios  in  other  states  and  optimal 
supply  for  a  region; 


the  extent  to  which  all  practice  structures  in 
Massachusetts,  including  hospitals  and  managed  care 
systems,  are  offering  privileges  to  or  seeking  all  types 
of  appropriately  prepared  primary  care  physicians, 
particularly  family  physicians. 


U2 .   A  comprehensive  census  of  the  Massachusetts  physician 
community  should  be  undertaken.   The  census  instrument  should 
be  developed  cooperatively  by  interested  public  and  private 
parties. 


U4 .   The  Departments  of  Public  Health  and  Medical  Security 
should  be  adequately  funded  to  establish  referral  hotlines 
which  are  capable  of  directing  patients  to  all  available 
physicians  and  which  serve  as  an  early  warning  system  for 
physician  access  problems. 
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U5.   There  should  be  further  investigation  of  the  extent  of 
reported  instances  of  physicians  establishing  ambulatory  care 
practices  and  electing  not  to  seek  hospital  privileges. 


U7 .   Medicaid  and  Workers'  Compensation  pass-throughs  for 
malpractice  insurance  costs  should  be  paid  in  a  timely  fashion 


U8 .   The  Legislature  and  the  appropriate  state  agencies  should 
adopt  such  statutes  and/or  regulations  as  will  substantially 
eliminate  the  uncertainty  and  unpredictability  in  estimating 
future  costs  for  malpractice  insurance,  particularly  in  the 
area  of  recoupment. 


U9 .   The  Commonwealth  should  mandate  the  form  and  content  of 
standardized  paperwork  with  the  goal  of  devising  a  system  which 
permits  the  use  of  a  single  system  of  billing  forms  and 
procedure  codes  for  all  payors.   In  addition,  the  state  should 
explore  the  possibility  of  standardizing  review  documents, 
utilization  review  protocols,  etc.,  for  all  payors. 


U10.   Current  reimbursement  schedules  should  be  adjusted  to 
encourage  physicians  to  enter  primary  care  practices  and, 
further,  to  recognize  the  importance  of  the  cognitive  services 
component  of  primary  care. 


U12.   Future  agendas  of  public  policy  makers  regarding 
physician  supply  in  Massachusetts  need  to  address  the 
reimbursement  and  budgetary  problems  faced  by  community  health 
centers  in  the  recruitment  and  retention  of  staff  physicians. 
Specific  considerations  should  include  the  ability  to  offer 
competitive  market  salaries  for  physicians;  the  adequacy  of 
reimbursement  formulae  in  allowing  health  centers  to  recoup 
inflationary  increases  in  physician  salaries  and  benefits;  and 
the  consideration  of  other  incentives,  financial  or  otherwise, 
to  assist  community  health  centers  in  their  recruitment  and 
retention  efforts. 
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U13.   The  JUA  should  alter  its  record-keeping  system  to  provide 
more  accurate  data  regarding  the  malpractice  experience  of,  and 
relevant  demographic  information  concerning,  individual 
physicians  practicing  in  Massachusetts. 


U14.   Medicaid  pre-admission  screening  procedures  should  be 
examined  to  streamline  and  focus  the  review. 


U15.   Medicaid  should  develop  "user-friendly"  language  to  be 
used  in  its  communications  with  subscribers. 


U16.   The  Board  of  Registration  in  Medicine  should  develop  a 
comprehensible  summary  of  its  regulations. 


U17.   The  Massachusetts  Medical  Society  and  the  Board  of 
Registration  in  Medicine  should  work  together  to  publicize 
recent  improvements  in  the  Board's  procedures. 


U18.   In  addition  to  the  statutory  mandates  outlining  the 
duties  of  the  Board  of  Registration  in  Medicine,  the  Commission 
recognizes  that  the  primary  purpose  of  the  Board  is  to  assist 
in  guaranteeing  the  delivery  of  quality  health  care.   Toward 
that  end,  the  Board  and  its  Joint  Education  Committee  should 
make  every  effort  to  assist  physicians  and 

physicians-in-training  in  achieving  their  maximum  potential  as 
physicians  and  should  continually  solicit  physicians'  attitudes 
and  input  so  that  the  provision  of  quality  health  care  in 
Massachusetts  reflects  a  cooperative  relationship  between 
physicians  and  the  Board. 


U19.   The  Board  of  Registration  in  Medicine  and  its  Joint 
Education  Committee  should  continue  and  strengthen  its  efforts 
to  promote  an  understanding  of  its  standards  for  licensing 
physicians  and  its  procedures  for  physician  review. 
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U20.   The  Rate  Setting  Commission,  the  Board  of  Registration  in 
Medicine,  Medicaid,  the  Department  of  Medical  Security,  and 
other  appropriate  agencies  should  be  engaged  by  the  Executive 
Office  of  Human  Services  (EOHS)  to  consider  financial 
incentives  or  other  initiatives  which  can  assist  medical 
education  institutions  to  train  more  primary  care  physicians. 


U21.   Medical  schools  should  be  encouraged  to  develop  or  expand 
curricular  interventions  which  will  encourage  medical  students 
to  select  primary  care  residencies.   The  experience  of  the  AHEC 
Program  should  be  utilized  by  the  schools  in  this  effort. 
Other  curricular  efforts  to  utilize  community-based 
institutions,  such  as  community  health  centers  and  nursing 
homes,  in  the  training  of  residents  should  be  encouraged. 


U22.   State  government  should  clarify  the  goals  of,  and  the 
support  for,  the  State  Health  Service  Corps.   In  this 
clarification,  specific  attention  should  be  given  to  the 
legislative  authority,  historically  and  for  the  future;  the 
criteria  for  a  Massachusetts  definition  of  a  medically 
underserved  area  or  population;  the  functions  and  elements 
needed  for  a  successful  program  and  the  responsibilities  of  the 
designated  participants,  i.e.,  Executive  Office  of  Human 
Services,  the  Massachusetts  Statewide  AHEC  Program,  the  New 
England  Board  of  Higher  Education,  the  Massachusetts  Department 
of  Public  Health,  and  participating  medical  schools. 


U23.   Massachusetts  should  adopt  a  medical  education  Loan 
Forgiveness  Program  tied  to  direct  practice  in  medically 
underserved  areas  in  the  Commonwealth,  e.g.,  if  you  agree  to 
practice  in  community  "X,"  the  Commonwealth  will  reduce  your 
student  loans  by  n$Y.M 


U24.   A  public  relations  strategy  should  be  developed  to  assist 
in  attracting  and  retaining  physicians  in  practice  in 
Massachusetts.   The  Massachusetts  Medical  Society  should 
participate  in  publicizing  improvements  in  the  Massachusetts 
climate  for  practicing  medicine. 


D16.   The  Commonwealth  should  act  aggressively  to  eliminate 
excess  acute  care  hospital  beds  and  hospital  beds  eliminated  by 
this  process  should  be  permitted  to  be  converted  to  non-acute 
uses. 
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D22.   Reimbursement  rates  for  Workers'  Compensation  cases 
should  be  determined  by  the  Industrial  Accident  Board  (or  other 
appropriate  state  agency)  rather  than  by  the  Rate  Setting 
Commission.   Current  reimbursement  rates  in  this  category 
should  be  increased  to  improve  worker  access  to  physicians  but 
appropriate  utility  controls  should  be  implemented  to  limit 
cost  increases. 


D23.   The  Massachusetts  Secretaries  of  Human  Services  and  of 
Economic  Affairs  should  establish  incentives  for  the 
development  of  primary  care  group  practices  and/or 
multi-specialty  group  practices  in  medically  underserved  areas. 


D24.   The  Department  of  Public  Health  (DPH)  should  be 
appropriately  funded  to  establish  a  clearinghouse  mechanism 
whereby  the  agencies  involved  in  listing  and  publicizing 
physician  vacancies  throughout  the  state  can  collaborate  in 
these  efforts.   Appropriate  emphasis  should  be  placed  on  the 
need  for  physician  personnel  within  state  agencies,  e.g., 
Departments  of  Public  Health,  Mental  Health,  Mental 
Retardation,  Corrections,  etc. 


D25.   State  government  incentives  should  encourage  medical 
schools  and  teaching  hospitals  to  emphasize  primary  care 
training  in  their  curricula.   Further  encouragement  should  be 
given  to  shape  residency  programs  to  produce  more  general 
internists,  community  pediatricians  and 
obstetricians/gynecologists . 


C.   RECOMMENDATION  CALLING  FOR  AN  INITIATIVE  BY  THE  FEDERAL 
GOVERNMENT 


Ull.   The  Medicare  differential  between  reimbursement  rates  for 
care  delivered  in  rural  and  urban  settings  should  be 
eliminated. 


131 


D.   RECOMMENDATIONS  CALLING  FOR  INITIATIVES  BY  PRIVATE  INSTITUTIONS 

Ul.   The  Board  of  Registration  in  Medicine  should  be  adequately 
funded  and  directed  to  report  annually  on  the  status  of 
physician  supply  issues.   Public  and  private  parties  with  an 
interest  in  this  subject  should  be  invited  to  participate  in 
these  studies.   These  parties  might  advise  the  Board  on  a 
consensus  model  for  the  annual  report  that  examines  at  least 
the  following  factors: 

physician  distribution  according  to  consensus  definitions 
of  speciality  classification,  practice  setting  and 
regional  service  areas; 

direct  patient  care  time  provided  by  full-time  physicians 
in  a  region  that  also  accounts  for  care  delivered  by  part 
time  practitioners,  alternative  providers  and  medical 
residents; 

regional  variations  in  physician-patient  ratios  and 
comparisons  with  supply  ratios  in  other  states  and  optimal 
supply  for  a  region; 

the  extent  to  which  all  practice  structures  in 
Massachusetts,  including  hospitals  and  managed  care 
systems,  are  offering  privileges  to  or  seeking  all  types 
of  appropriately  prepared  primary  care  physicians, 
particularly  family  physicians. 


U2 .   A  comprehensive  census  of  the  Massachusetts  physician 
community  should  be  undertaken.   The  census  instrument  should 
be  developed  cooperatively  by  interested  public  and  private 
parties. 


U5.   There  should  be  further  investigation  of  the  extent  of 
reported  instances  of  physicians  establishing  ambulatory  care 
practices  and  electing  not  to  seek  hospital  privileges.   [Such 
an  investigation  might  be  undertaken  by  appropriate  trade  and 
professional  organizations.] 
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U6.   The  Area  Health  Education  Centers,  the  Massachusetts 
Medical  Society,  the  Council  of  Deans  of  Massachusetts  Medical 
Schools,  and  the  Massachusetts  Health  Data  Consortium  should 
assemble  data  regarding  the  aggregate  profile  of  undergraduate 
medical  students  and  physicians  in  graduate  training  in 
Massachusetts.   An  opinion  survey  analyzing  the  issues  that 
draw  residents  to  train  in  Massachusetts  and  those  that  will 
motivate  them  to  stay  and  practice  in  Massachusetts  should  also 
be  conducted. 


U10.   Current  reimbursement  schedules  should  be  adjusted  to 
encourage  physicians  to  enter  primary  care  practices  and, 
further,  to  recognize  the  importance  of  the  cognitive  services 
component  of  primary  care. 


U17 .   The  Massachusetts  Medical  Society  and  the  Board  of 
Registration  in  Medicine  should  work  together  to  publicize 
recent  improvements  in  the  Board's  procedures. 


U21.   Medical  schools  should  be  encouraged  to  develop  or  expand 
curricular  interventions  which  will  encourage  medical  students 
to  select  primary  care  residencies.   The  experience  of  the  AHEC 
Program  should  be  utilized  by  the  schools  in  this  effort. 
Other  curricular  efforts  to  utilize  community-based 
institutions,  such  as  community  health  centers  and  nursing 
homes,  in  the  training  of  residents  should  be  encouraged. 


U24.   A  public  relations  strategy  should  be  developed  to  assist 
in  attracting  and  retaining  physicians  in  practice  in 
Massachusetts.   The  Massachusetts  Medical  Society  should 
participate  in  publicizing  improvements  in  the  Massachusetts 
climate  for  practicing  medicine. 


D10.  Third-party  payors'  malpractice  rate  pass-throughs  should 
more  efficiently  and  equitably  reflect  the  costs  of  malpractice 
insurance. 


D14.   Malpractice  insurance  carriers  should  make  available  a 
reduced  rate  for  physicians  who  practice  only  part-time. 
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D15.   Some  substantial  percentage  of  malpractice  premiums 
should  be  passed  through  to  hospitals  where  the  physicians 
practice  so  that  hospitals  are  encouraged  to  take  a  more  active 
role  in  managing  malpractice  costs. 


D2  0.   Third-party  reimbursement  incentives  should  encourage 
physicians  to  affiliate  with  hospitals. 


D21.   Boston  teaching  hospitals  should  be  encouraged  to  provide 
housing  subsidies  to  medical  residents  to  encourage  residencies 
in  Boston  by  combatting  the  financial  disincentives  of  high 
housing  costs  in  Boston  provided  that  these  individuals  agree 
to  practice  medicine  in  medically  underserved  areas  in 
Massachusetts . 
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